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PREFACE

In April, 1976, after more than v year of careful study, the National
Commission on Arthritis and Related Muscuioskeletil Diseases submitted its
final report to the Congress. This repurt, entitled Arthritis: Out_ of
the Maze, contained over 150 recommendations for urgently needed action
in specific areas. Collectively these recommendations comprise the "Arth-
ritis Plan." In October, 1976, passage of F.L. 94-562 officially estab-
lished the National Arthritis Advisory Board (NAAB) and gave it a mandate
to r-r-view and Qvainate implementation of the Arthritis In addition,
the Board was authorized to make recommendations concerning the Plan to
the Congress, the Secretary of Health, Education, and Welfare and the
heads of other appropriate Federal agencies wth respect to guidelines,
policies, and procedures of Federal programs 1-,lating to arthritis.

In carrying out its charge, the NAAB has sought information and ideas
from a variety of sources. This forum represents an important step in
that process. A number of the recommendations .in the Plan concern re-
search and education in nursing and allied health; ! services provided
by clinicians in these f1,1- a' ant a major component of total care
for many arthritis patf- tot1 annual cost of these services
is substantial. Therefo NAAB eonened this invitational conference
of outstanding experts in L ,sing, physical therapy, and occupational
therapy to assist in aqsessing the curr,?nt state of the art and needs
for future action in art1 rotated re.search and educgtion in their
fields.

To put discussion in practiud perspective, the NAAB invited
Dot P. Rice, Director of the National Center for Health Statistics,
to open the forum by sharing data collected by the center -on -the preva-
lence of arthritis, the burden imposes on its victims and on society,
and on the volume, type, and cost of health services utilized by arthri-
tis patients. Mrs. Rice's keynote address made it clear that arthritis
is one of this Nation's major health problems and that nursing _and allied

health professionals are extensively involved in care of arthritis p4-
tients. In this context, a;n urgent need exists to identUy
and- correct any signific,10, in the preparation of nurses and
thera A and to validate the .ffectiveness of the clinical services
they provide to arthritis mitiet

Consideration of these_ issues during the forum was organized aroend
six state-of-the-art pipers, each followed by nearly an hour of vigorous
nd far-ranging discussion by the participants. Topics for these papers

were chosen to focus discussion on areas of broad concern to the NAAB
and on topicS addressed in the Arthritis Plan. They included:addressed

EDUCATION

Preparation of the Generalist Cliniean to Provide Services for Ar-
thritis Patients (What knowledge and skills are needed and how might

xi



these be learned during basic professional study and continuing
education?)

Consultant: Marjorie C. becker, Ph.D., R.P.T.
Assistant Dear, for Allied Health Education-
University of Michigan

Preparation of arthritis Specialists (Skills and knowledge needed
by clinicians and teachers spe,7.1.alizing in arthritis care, and how
these might be learned through graduate and continuing education)

Consultant: Joan Sutton, R.N., M.S.N.'
Instructor 1. Medicine
Johns Hopkins University School of Medicine

Preparation tc Work in an Arthritis Care "Team" (Skills art mnowl-
edge needed l',cr nursing and allied health clinical specialists in
arthritis care to work with one aoJther and with physician spec-
ialists on the arthritis team and fulfill responsibilities as
consultants to primary are physicians and ::eneralist clinicians
in their own discipline; how these skills might he learned)

Consultant: Janice Smith Pigs, R.N., B.S.N.
Nurse Conultant, Rheumatology
Rheumatic Menical Disease Program
Columbia Hospital, Milwaukee

RESE,ACH

Kinesiological,-Kinetat4c,_and Biomechanical S,..udies of Gait (,and
other functiOnal movement and the application -of these.techniques
to arthritis care)

Consultant': Helen Hisiop, Ph.D. R.t'.T.

Professor and Chairman
Division of Physical Therapy
Univers!.ty of Southern California

Relief of Pain Through Use of Physical Modalities (including such
techniques as joint mobilization, acupressur0, transcutaneous nerve
stimulation, and biofeedback as well as mor traditional methods
such as heat, cold, and massage)

Consultant: Steven L. Wolf, Ph.D., R.P.T.
Associate Professor
Department of Rehabilitation Medicine
Emory University School of Medicine
Center for Rehabilitative Medicne



Dealing with Uncertainty: The Need to Provide PsychosoClal Support
and Assist Persons With Arthritis ":o Change Their lifestyles

C-n I ant: Elizabeth Yerxa, Ed.D., D.T.R.
Chairperson
Occupational Therapy Department
University of Southern. California

To provide both broad ,rtise and varying points of view, invited
participants were selected to represent three communities of. interest:

Clinicians 'specializing in arthritic care

Faculty of undergraduate and graduate educational programs in
nursing and allied health

Clinical investigators whose research has I ecial relevance to
the problems of arthritic patients.

Because of the overlapping roles of nurses and allied health profes-
sionals in. caring for arthritis patients, the forum was planned as an
interdisciplinary venture. However, in order to provide useful depth
and focus, during rlise;sions, a decision wasmade--reluctantly--to select
allied health participants from only two disciplines: occupational and
physical therapy. Fortunately, professionals from several other fields,
such as rehabilitation_counseling and social work, attended as observers.
Their zontributions helped greatly to direct attention to questions of
interest to the full arthritis care team.

Recognizing that proposals for improvement of training ar'',1 research
in the areas o ,-arthritis cannot be considered sensibly- in 1.15, -ation,
some of the pni;kicipants were selected principally for their broad knowl-
edge of d major area of research, or their familiarity with current trends
and issues in professional.education rather than to provide expertise in
arthritis.

Partie_pants also included representatives from a variety of Federal
agencies whose programs include potential support)for advanced training
and/or research in nursing and allied health. These agency rep.resenta-
tiveS were asked to share information about their agencies' current pro-
grams, and to comment on the feasibility of- implementing actions suggested
by participants within the scope of authority and resources of their agency.

Finally, a number of private foundations interested in arthritis were
invited to send observers tz, the forum as were each of the Multipurpose
Arthritis Centers currently supported by the National Institute of Arthri-
tis, Metabolism, and Digestive Diseases. A high proportion of the centers,
were represented, and.their staff members contributed extensively to the
discussions.'

In preparation for the forum, participants ,.4-ere asked to review the
Arthritis Ph.n, _giving par.icular attention-to those recommendations that
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concerned research and education in nursin,g and allied health. They were
also asked to bring to the forum their written comments on any or all of
of the following A.ve questions.

1. How fully do you believe the recommendations in the Arthritis
Plan related to research and education in nursing and allied
health have been implemented?

2. Can you cite specific examples of educational programs /research
projects related to Chic topic which you feel are particularly
valuable or interesting?

3. ShoUld the ::ecommendatOns in the Arthritis Plan related
topic be revised or expanded in any way? If so, how?

Whet aspects of implementation should have highest priority dur-
ing the next 5 years?,

What actions would you suggest the National Arthritis Advisory
Board recommend to the Congress, the Secretary of Health, Educe-
tiou, and Welfare, and to other Federal agencies?

These questions provides the framework for each of the state -of -the -art
papers and for the discussions that followed.

These proceedings are a highly condensed summary of the major points
raised during those discussions, and of the information and ideas con-
tained in the six state -of- the -art papers, the keynote address, and in
the valuable written submissions prepared by he participants.

In selecting antiarganizing material to be included in these proceed-
ings, this wealth of information has been treated in the way that makes it
most-useful to the National Arthritis Advisory Board. Therefore, primary
emphasis has been placed on the various needs for future action identified
during the forum. No effort was made to reach formal consensus on recom-
mendations; however, in most cases the suggestions included in the proceed-
ings were made by several participants and appeared to be generally regard-
edlas worthwhile by the full group. In those cases where disagreement or
reservations were expressed, an effort has been made to reflect them in this
summary.

As the proceedingsgo to press, work has already begun can several ko-
jects:auggested during the forum. For example, surveys of Federal legisla-

. tioh-,providing funding for advanced_ training and for research in nursing
and allied health, have been completed -in time to include a summary of find-
ings as appendices to the proceedings.

A condensed summary such as this cannot hope to capture the full range
of useful information and thought provoking, comments brought forth during 2
days of lively discussion by such able participants. However, these pro-
ceedings provide an importerit stimulus and guide to the National Arthritis



Advisory Board in its future work and should serve a similar purpose for
the educational and research communities in nursing and allied health,
for this forum served both to reaffirm the purpose of the Arthritis Plan
and to define new ways in which that purpose can be accomplished.

Nancy T. Watts, Ph.D., R.P.T.
Chairman, Forum Planning Committee
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MANUSCRIPT NOTE

This summary of proceedings of the Form on Archritis Research and
Education in Nursing and Allied Health is based on the verbatim tran-
script of the 2-day meeting, on papers and bibliographies by the six
state-of-art presenters, and on the written comments and recommendations
submitted by invited participants. .The summary necessarily omits or
skims over many of the interesting comments and condenses others in order
to make this brief enough for easy referenen. The presentations and

discussions have been organized around background and xationale for
groups of recommendations made both orally and in writing by forum pre-

senters and participants for consideration by the .National Arthritis

Advisory Board.

Cynthia Snow
Manuscript Editor
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KEYNOTE ADDRESS: THE BURDEN OF ARTHRITIS

Dorothy F. Rice, Director
National Center for Health Statistics

I am very pleased and flattered to-have been asked to give the
keynote address for this Forum on Needs for Arthritis'Related Research
and Education in Nursing and Allied Health. I have greit admiration
for the important services provided by nurses, occupational therapists,
physical therapists, and other allied,health professionals. I am
especially aware of the need for expanded educat!.onal programs to
prepare nursing and allied health clinicians to provide service as well
as the need for expanded research to test the elifectiveness of present
methods of care.

Arthritis and rheumatism are among the most common of e chronic
diseases affecting the American people. Like many chronic diseases,
these are managed or controlled rather than cured and may affect victims
for decades, impairing function and requiring medical care. At its
worst, arthritis can cause great pain, deformity of limbs, and even
early death. Pain and crippling may make an arthritic patient un-
emploYable, interfere with usual household duties and routines, and
create a physical, emotional, and economic burden for the arthritis
sufferer and his or her family.

The National Center for Health StatisticsAs a unique resource for
the collection and dissemination of data on thr health of the Nation.
Data from the center indicate the burden that arthritis represents for
its victims and for society. I will emphasize particularly data that
reflect what we know about the effectof arthritis on the indiiddual's
life and the use of health care services and then will briefly review
economic costs of this disease. Data from a variety of surveys are
presented to show the kinds of information that are available. In a
way, I am here to show that data on arthritis are available, despite
what one often hears to the contrary.

The National Center for Health Statistics has the responsibility
for the collection and dissemination of statistics on the health of the
Nation. . In the performance of that function, it conducts a variety of
national sample surveys, and the data presented here are drawn from
such surveys.

The Health and Nutrition Examination Survey (HANE5) is an important
source of data on arthritis, based on tests, X-rays, and physical evalu-
ation of samples of the civilian, noninstitutional population. It takes
several years for mobile units to travel around the country and to
interview and examine the population, so'there is a series of surveys,
and data are presented from 1960-62 and 1971 -15.

.Results of X-rays taken in health examination surveys of 1960-62
led to an estimate of the prevalence for osteoarthritis affecting the
hands or the feet of 40.5 million persons or 37.7 per 100 adults aged
18-79. Nearly one-fourth of the people with osteoarthritis had moderate



or severe forms of this condition. The rate increased steadily with
advancing age for both men and women. By age 79, 81 out of 100 men and
90 out of 100 women had osteoarthritis. These data underestimate the
total prevalence of osteoarthritis because they deal only with the
hands and feet, which are, however, two of the most common anatomical
sites for such degenerative changes.

The prevalence estimate for rheumatoid arthritis in the 1960-62
HANES was 3.6 million adults or 3.2 per 100 adults, based on X -ray and
serological evidence. Nearly one-third of these people had the most
severe (classical or definite) forms of rheumatoid arthritis. The
prevalence of both types of the more severe forms of arthritis was
greater among women than among men and increased rapidly with age. For
example, the rates for all types of rheumatoid arthritis increased to
14.1 per 100 men and to 23.5 per 100 women aged 75-79; for classical
and definite arthritis, the rates were 8.2 per 100 for men and 6.2 per
100 for women.

The 1971-75 HANES prevalence estimates for arthritis were 3.8 per
100 adults aged 25-74 based on X-rays, and nearly one-quarter of these
adults had moderate or severe conditions. The prevalence rates for
moderate or severe conditions increased with age from essentially none
song young adults to 4..6 per 100 adults aged 65-74.

The HANES of 1971-75 supplies supplementary data from an in-depth
medical history of symptoms, injuries, treatment received, effectiveness
of treatment, and limitation of function. Similar information was
obtained in the HANES II completed in February 1980. This survey in-
cluded X-rays of the lumbar and cervical spine. These are being read
for osteoarthritis and will be available in publications and public use
data tapes for researchers.

The 1971-75 HANES also included a nutrition examination of all
participants and a more detailed health examination for a subset of
adults 25-74 years of age. An arthritis history was taken for those
people in the detailed sample who had indicated that.theY hod pain,
aching, swelling, or stiffness in any of their joints fol. at :.east a
month or that they had a history of arthritis or gout.

Table 1 shows that nearly one-quarter of the adults aged 25-74 had
mild joint trouble at some time; 7 percent, moderate trouble; and 2
percent, severe trouble. For each degree of severity, prevalence tended
to increase with age. _Accerding to the arthritis history, nearly 7
percent of adults 25-74 years of age were currently being treated by
selected practitioners for joint trouble; about half of them were being
treated by a general practitioner.

Table 2 shows the percent of the population 25-74 years of age
ever treated selected practitioners for joint troubles. The general
practitioner kip the most frequently reported source.of care. About 8
percent had seen an orthopedist at some time; 5 percent, a chiropractor;
and 2 percent had been treated by a physical therapist.
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TABLE 1. Estimated Percent of the U.S, Population Ages 25-74 Years Ever Having Mild, Moderate or Severe

Joint Trouble, by Sex, Race, and Age: HANES, 1971.1975

Reported condition Sex Race Age ire years

of joint trouble Total Male Female White Black 25-34 35-44 45-54 55-64 65-74

Mild 24,2 23.4 25.0

Molerate 7.0 6,0 7,8

Severe 2.2 1.9 2.5

Percent of Population

25.0 18,8 15,9 23.7 26,8 28,4 32,5

7;1 6,1 30 6.0 8,8 8;9 10.9

2,0 4,1 0,6 1.7 2.2 4.4 3,3

TABLE 2. Estimated Percent of U.S. Population Ages 25-74 Ever Having Been Treated by Selected Practitioners

for Joint Trouble, by Sex, Race and Age: HANES, 1971-1975

Practitioner Total

Sex Race Age in years

Male Fea1 Jhite Black 25-34 35-44 45-54 5c64
===,

Percent of Population

General practitioner 15,8 13,7 17,6 16.1 13,6 9,4 12,5 174 22,4

Internist 2,4 1.7 2.9 2,5 1,5 0.7 1,5 3,5 3.4

Rheumatologist 0.6 0.4 0.7 0.6 0.2 0.1 0.4 0.9 0.8

Orthopedist 8,0 8.4 7.7 8.5 4.6 5.0 9.9 9.5 9.2

Chiropractor .4.7 4.8 4.7 5.2 1.2 2.2 4.5 5,4 6.5

Osteopath 2.2 2,1 2,3 2.5 0.2 1,0 1,5 2,4 4.0

Foot Doctor 0.7 0.5 0.8 0.7 0,3 0,4 0.2 0,8 1,3

Physical Therapist 2,2 2.3 2.1 2,3 1.3 1.1 2,7 2,4 3,1

Occupational Therapist 0,1 0.1 0.0 0.1 0.0 0,1 0,0

Other 2.5 2,9 2.1 2,6 1.7 1,7 2,4 2,8 3,0

6c74

224

3.6

08

6.7

6.7

3,0

0,8

2.0

0,4

2,8

NOTE! These tables are based on the Arthritis History Supplement which was given only to those in the detailed

sample who had indicated that they had pain, aching, swelling, or stiffness in any of their joints for at least

1 month or had indicated that they had a history of arthritis or gout. All of those not asked to respond to the

Arthritis History Supplement are assumed to have had no history of significant joint problems.
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Table 3 shows selected treatments and the patients' opinions of
their effectiveness. Generally, at least two out of three people found
a particular treatment helpful. It is interesting to note that 14
percent of the adults used aspirin and more than 80 percent of.them
thought this treatment was helpful.- The next most used treatment was
hotpack or heating pad, with 12 percent using this form of treatment
and 84 percent of them indicating that it was helpful.

Table 4 shows the percent of the population unable to perform
various activities. without help from someone else or without the help
of some special device. This table covers limitations of function
resulting from all disorders, not just arthritis. -1.7 percent cannot
go up or down stairs without help; 1.5 cannot dress themselves without
help. Again, these percentages rise,with age.

The HANES I data I have just discussed have been published.' Some

additional work on HANES I data is in preparation and include several
kinds of analyses:

The relationship of selected symptoms of ;,,frIt disease such as

painon movement, swelling, and limitt:
3L,ii

ion in the
lower back, hip, or knee from hit: sized, physical

examinations with Xray evidence of osteoarthritis and Osteo
Torosis.

2. The relationship of symptoms of joint disease, Xray evidence,
bone density, cortical thickness measures from Xray, and serum
calcium and phosphorus levels.

The extent Of-disability-and apparent-effectiveness-of various
types of treatments with various grades of osteoarthritis and
other types of joint conditions.

From the HANES II examination just completed, Xrays of the lumbar
and cervical spine are being read for osteoarthritis and osteoporosis.
The relationship of these Xray findings, and the selected symptoms from
history and from examination will also be analyzed and published as
well as the findings with respect torhe extent of disability and per.
ceived effectiveness of various treatments. Single copies of reports
will be available for the asking.-2

Table 5 moves to data from the Health Interview Survey. This is
another continuing survey of some 40,000 households a year in which peo
ple are asked about their health status. This survey provides a broad
picture of the prevalence and impact of chronic diseases and shows the
impacts, the "burdens," of these diseases. Arthritis has the-highest
prevalence of these diseases--24 million cases. The prevalence of ar
thritis is 113 per 1,000 persons. Of the people with arthritis, about
70 percent report some or a great deal of bother, pain or discomfort.

About 45 percent of those with arthritis had had medical attention
in the past year, and slightly over onethird (36 percent) were currently



TABLE 3, Estimated Percent of U.S. Population Ages 25-74 Years, by Use and Effectiveness of Selected

Types of Treatments for Joint Trouble, HANES, 1971.1975

e of treatment for joint trouble

Do Treatments

Treatment Help?

Used Yes No

PercInt of Poptla ,n

Splints
, , k ± , 2,1 1,9 0,2

Braces . . . , . ,
,

, . t 1:
3,2 2,4 0,7

Diathermy or paraffin
, , , a

. . , . .
.

a
. , .

i a i a t , t i i k ,
2,1 1.7 0,4

. , t!Hot pack or heating pad
, .

, .

. . . . . ,,,
.

11,8 10.0 1.8

Cold pack or ice
, ,

. ,
1,4 1.1 0,3

Restr. . , . , . . , , = : , . , .
. : ...,...,..

. , . 9,6 8,6 1,1

Traction : . : , . .. . ,,,.. ,...,
. . . , . ,

, . . , . 3i4 2,6 0.8

Exercise or physical therapy
, . I . , . . .., 41411141 .

.
6.8 5,8 1,0

Aspirin . : . , , . . , . a . .. a. . , . . . , , ,
. . , . , . 13.9 11,6 2.3

Cane , : a a i t aiiiiiiiii4 .. @ wift ! 1.111I v ''! ,
1,5 1,4 0.1

Crutch ,

s .. 1.8 1,7 0.1

Stiff mattress ... glifii .. . . . 6.4 5,5 0,8

Bedboard
4,3 3,6 0,7

Injections into any joints , , It 11111Thlti , 7,0 5.9 1.1

Cortisone-like medicine by mouth , It w i tit! 1 2,6 1.9 0,8

Butazolidin 1111111t11ti 11 1 1 1,0 0,8 0,2

Darvon or Tylenol 5.1 3,7 1,4

Indocin- 2,0 1,4 0,6

NOTE: This table is based on the Arthritis History
Supplement which was given only to hose in the detailed

sample who had indicated that they had pain, aching, swelling, or stiffness of their joints for at least

1 month or had indicated that they had a history of arthritis or gout. All of those asked to respond to the

Arthritis History Supplement are assumed to have had o history of significant joint problems.



TABLE 4, Estimated Percent of U.S, Population Ages 25-74 Years Unable to Performliarious Activities Without

the Help of Someone ElsecOr the Help of Some Special Device, by Sex, ace, and Age: HANES 1971-1975

Activity Requiring

Assistance

Race

Total Male Female White Black 25-34

Percent of Population

Go up or down stairs 1.7 1.6 1.8 1.8 0.9 1.1 1,7

Get into or out of car 1.6 1,4 1.7 1.6 0,7 1,1 1,5

Use Washing facilities 1.4 1,4 1.4 1.5 0.3 1.0 1..4

Dress se! .
1.5 , 1.5 1,5 1,6 0.3 1.0 1.4

Teed self 1.3 1,3 1,3 1,4 0,3 1.0 1,4

Get into or out of bed 1-4 1,4 1.4 1,4 0.4 1,0 1,4

in Year

45-54 55-64 65:7T

'.7 1,3 p3,7

1.3 1.4 3.5

1,4 1.2 2.5

1.5 1.5 2,4

1,3 1.1 2.3

1.3 1.1 2,4

NOTE: This table is based on the Arthritis History Supplement which was given to those in the detailed

sample who had indicated that they had pair aching, swelling, or stiffness in any of their joints for

at least 1 month or had indicated that they had a history of arthritis or gout. All of those not asked

to respond to the Arthritis History Supplement are assumed to haNc had no history of significant joint

problems. 24



TABLE 5, Impact of Selectcri Chronic Conditions, United States, frog? the Health Interview Survey, 1978

Medical ,7 -Number of

Attention Bed Days

Bothered a

Great Deal

Mow Under

Treatment

or Medication

Recommended

Causing

Limitation

Condition Prevalence of: Activity in Past Year Per Year or Some by Doctor

Numberin Thousands

All heart conditions 13,441 5,630 . 9',497 ,130 191 6,061 71543

Coronary heart 3,929 2,295 3,263 61,130 2,369 3,072

Arthritis 24,241 5,084 11,372 94;851 '' 17,744 ' 8)700

Fack problems 9,768 2,531 3,488 33,546 7,378 1,707

Diabetes 5,193 1 610 4,191 44,354 1,791 31602

Hypertension w jo heart 18,765 1,737 , 13,920 '16 421 4,857 11 ,923

Asthma- 61035, 1,442 31.818 361'785 4-943 3,317

Stroke (Cerebrovascular) 1,714 694 1-0150 21,018 878 962

Emphysema 2,068 917 10265 25,632 1,346 749

Hernia 4,048 631 2,263 22i877 2,293 916

Ulcer 30774 507 2,293 231954 2;779 2,225

Bronchitis 7,064 285 .4,863 14,895 5,414 1,552

Hay fever 15-516 337 5,774 7 811 121235 4,681

Sinusitis 22,545 121 70411 11,194 17,831 4,569

Hemorrhoids 9,213 82 2,610 6,369 5,753' 1,413

NOTE Data fOr 1978 based on a one-sixth subsample of households.



under treatment or medication recommended by a physician. However,

only about 20 percent of the people with arthritis were limiter in
activity because of their arthritis. "Limitation of activity" is a

term that encompasses limitatIons ranging from inability to work to

much 1cy3ser rest'rictione on social and civic activities. One might

Infez om these data that people with arthritis somehow leant to cope

and cai-ty on in spiCe of i.:L111:13 Th15 tabic 1.'; worth studyin

because it indicater, th,, pact f diff".;rent conditions and permits

intereeting compar_

The use of health services shown in table 6, which is derived
from another survey, the National Ambulatory Medical Care Survey (NAMCS).
Of=fice visits for arthritis and rheumatism totaled 15.6 million in 1978,

representing 3 percent of all visits to office-based physicians. This

survey dues not include visits to outpatient departments, to clinics,

and to other organized services. About S out of 10 visits for arthritis

and rheumatism were made to physicians in primary care, that is,

physicians in general and family practice and in internal medicine.

Table 7--also from the National Ambulatory Medical Care Survey--
shows the chronic and recurrent natre of arthritis and rheumatism. Of

all the visits for arthritis and rheumatism, 7 out of every 10 are re-

turn visits by a patient who has seen the doctor before for arthritis.

The three therapeutic services most frequently vendered in effi.ce visits
for arthritis and rheumatism--as rolorted by physicians--are.drugs,
medical counseling and physical therapy. Physical therapy was provided
or prescribed in 14 percent of the visits for arthritis and rheumatism;,
medical counseling in 23 percent; and drugs (prescription and non-
prescription) were ordered in 77 percent of -the visits. Ia a majority

of visits, the arthritis. patient is instructed to ret!,rn at a specific

time. Referrals and hospitalizations occur infrequently.

Additional inforwtion from the NAMCS shows that it is a complaint'

a symptom related to the museoloskeleal system that prompts these

visits. These symptoms are-later diagnosed as arthritis or rheumatism,
and in nearly 60 percent of these visits, the doctor reports no other-
diagnosis in connection with, the visit. Obesity is a condition that

frequently occurs with the condi ions of arthritis and rheumatism.

Uata from the Health Interview Survey are shown in table 8--the

survey of households. The data presented here include office visits,
telephone calls and other sou-zees of ambulatory care in clinics, out-
patient departments and other organized settings, In 1975, a total of

853 million visits was reported. More than half are visits for chronic

conditions, of which 34 million are for arthritis and rheumatism. Visits

for arthritis, rheumatism and gout represented 1 percent of all visits at
ages under 45, but nearly 12 percent -of the visits by persons 65 and over.

The rates of physician services also increase with age for all

chronic conditions. The increase is especially large for arthritis,
rheumatism and gout, from 3.8 visits per 100 persons under age 45 to

65.7 visits per 100,persons aged 65 and over.



TABLE 6. Office Visits for Arthritis and Rheumatism by Physic a_
Specialty, United States, 1978

Number of
Visits in
Thousands

.ent

of Visits

11 Visits 15.572

Physician Specialty

General and ramily Practice 8,102 52,0

Internal Medieine 3,957 25.4

S'irgical Specialties 2.680 17.2

'Based on estimated total of 584.5 million visits to office-based
physicians.

TABLE 7. cent Distribution of Office Visits for Arth'r'itis and Rheumatism,
y Status of Visit, United States, 1978

Visit Status

New Patient

Old Patient

New Problem

Old Problem

Percent of Visits

10.0

90.0

19,9

70.1

SOURCE: National Center for Health Statistics, National Ambulatory` Medical
Care Survey.



TABLE 8, Physician Visits for Diagnosis and Treatment and Percent Distributions, According to

Condition Causing Visit, by Age and Sex, 1975

Condition Causing Visit Total

. .nrUnder 45-64 65 yearsf

45 Years Yer$ and OVQ"; Male Female

Number of visits in thousands

All conditions 853,086 519,460 209,446 121,180 364,362 488,724

Percent of All Conditions

All conditions 100.0 100.0 100.0 100.0 100.0 100.0

Chronic conditions 57.1 4OS 67.5 74,5 50.0 53,6

Arthritis, rheumatism, gout* 4.0 1,1 61 11.5 3.4 4,4

Other chronic conditions 8,0 39.4 60.6 3.0 46.5 49.2

Acute conditions 44,9 57,1 28.9 20.5 47.5 4340

Chronic and conditions** 3.1 2.4 3,6 5,0 2.6 3,4

*Includes all visits listing arthritis, rheumatism or gout. Other chronic or acute conditions may

also be listed for these visits,

**Includes all visits which have both a chronic and a acute condition listed for the visit.

SOURCE: Health Interview Survey, National Center for Health Statistics,



The National Hospital Discharge Survey obtained data on hospitaliza-
tion from a sample of hospitals and a sample of patients in the sample
hospitals. Table 9 shows data on discharges in 1977, and table 10
gives data on days of care. Chronic and acute diseases each account
for about 50 percent of the discharges, but owing to the longer, average
length of stay, chronic diseases accounted fc.-- 59 percent of the days
compared to 41 percent for acute diseases.

The shift in relative importance from acute to chronic diseases as
age increases is clearly seen in the changing percent distribution for
discharges and the days of care shown in table 9 and 10. Whereas almost
two-thirds of the discharges under 45 years of age were for acute din-

es in 1977, the ratio was reversed at 65 years and over, with two-
thirds of the discharges being for chronic disease. A similar but less
drastic shift also occurs for days of care.

Artttiritis, rheumatism and gout accounted for about 2 percent of
all the discharges and 6 million days of care out of a total of 262
million days of care.

Another survey, the National Nursing Home survey, is based on a
sample of nursing homes and a sample of the patients in those homes.
A total of 1.3 million residents was reported in nursing homes in 1977.
The nursing home population is predoMinantly white, female, and very
old. In 1977, 70 percent of nursing home residents were female and less
than 10 percent were under age 65. Arthritis or rheumatism was the pri-
mary diagnosis at last medical examination for 4 percent of the residents
(56,000 persons), but 25 percent of the residents (320,000) reported ar-
thritis,: or rheumatism as a chronic condition or impairment. In both
cases, over 80 percent were women.

Current total health expenditures ;mount to about $200 billion.
The data for fiscal year 1975 show the estimated direcC expenditures
for personal heath care for all diseases totaling $99 billion. With
the rate" of inflation in the medical care market as well as in the gen-
eral economy, tae escalation has been rapid. The data for 1975 shown in
table 111 show that the costs of arthritis, rheumatism and gout accounted
for 2.6 percent of all direct expenditures, or $2.5 billion. The table
gives a breakdown of expenditures into hospital care, physician services
and other professional services. Those other professional services in-
clude the services of nurses, physical therapists--all professionals
other than physicians. Out of the total expenditure of almost $100 bil-
lion, $1.,4 billion was spent in 1975 for "other professional services."

Within each expenditure category, arthritis, rheumatism and gout
were responsible for small proportions of the total, reaching a high of
13 percent for other professional services. This becomes meaningful
here because it is clear that these are he costs of services about
which this forum is concerned.

The breakdown of expenditures for arthritis, rheumatism and gout
shows that physician and other professional services accounted for a



TABLE 9, Discharges From Short-Stoy Hospitals and Percent Distributions, According to First7Listed

DiagnosiFJ, by Age and Sex, 1977

ig L Sex
Category of Crst-listed dingnosis Total Unde-r

45 Years

45-64 65 Yenr-S-

Years and Over Male Female

Number of discharges in thousands

All,dischnTges .5, 0? 18,955 8,604 8,144 14,385 21,518

Percent of total

All discharges 100.0 52.8 24.0 23.2 40.1 59.9

Chronic diseases 100,0 31,2 30.8 42,7 57,3

Arthritis, rheumatism, gout. 100.0 22.9 41.3 35.8 38,5 61.5

Other chronic diseases 100,0 38.5 30.9 30.7 42.8 57,2

Acute Discuses 100.0 68.2 16.5 15.4 37.4 62.6

SOURCE: Hospital Discharge Survey, National Center for Health Statistics,



TABLE 10, Days of Care in Short-Stay Hospitals red Percent Distributions, According to First4iste

Nagnosis, by Age and Sex, 1977

Category of first-listed diagnosis Total

All days of care

Age Sex

65 Years

45 Years Years and Over Male Female

All days of care

Chronic diseases

Arthritis, rheumatism, gout

Other chronic diseases

Acute diseases

Number of days in thousands

262,407 96,589 73,200 92,618 112,082 150,326

Percent of Total

100.0 68 27.9 3S3 42,7 57,3

28;1 31_9 40;0 44.0 56.0100,0

100,0

100;0

100,0

16.9 38.4 44,7 36.2 63.8

2816 31.6 39,8 443 55,7

49,3 22.1 28.5 40,9 59.1

SOURCE: Hospital Discharge Survey, National Center for Health Statistics.



TABLE II, Estimated Direct Expenditures and Percent Distributions According to Disease Category and

Type of Expenditure, Fiscal Year 1975

Disease Category

Other Di*
Profes- and Nursing

Total Hospital Physicians' sional Drug Home Other*

Care Services Services Sundries Care

All diseases

Amount in millions

6,4l5 100 1,453 $10 605 $ 9,000 9 800

Chronic diseases 56,479

Arthritis, rheumatism 2,541

Other chronic diseases 53,938

Acute diseases

All diseases

28,913 10,969 1,310 5,470

814 704 183 454

28,099 10,265 1,127 5,016

42,894 17,502 11,131 143 5,135

Percent of total

100.0 46.7 22.2 1.5 10.7

7,517

386

7,131

2,300

0

2,300

1,483 7,500

9.1 9.9

Chronic diseases 100.0 51.2 19.4 2.3 9.7 13.3 4.1

Arthritis, rheumatism 100.0 32,0 27,7 7.2 17.9 15,2 0

Other chronic diseases 100.0 52,1 19.0 2.1 9,3 13.2 4.3

Acute diseases 100.0 40.8 26.0 0.3 12.0 3,5 17.5

Percent of all diseases

All diseases 100.0 100.0 100.0 100.0 100,0 100.0 100,0

Chronic diseases

Arthritis, rheumatism

Other chronic diseases

Acute diseases

56.8

2.6

54.3

62,3

1,8

60,5

49.6

3,2

46.4

90.2

12.6

77.6

51.6

4,3

47.3

83.5

4,3

79,2

23.5

0

23.5

43,2 37.7 50.4 9.8 48,4 16.5 ,6.5

*Includes dentists' services, eyeglasses and appliances.

**Excludes unallocated expenditures for prepayment and administration, government pub lc health

activities, other health services, research, and construction.

SOURCE: Lynn Paringer and Aviva Berk, "Costs of Illness and Disease, Fiscal Year 1975," Public Services

Laboratory, Georgetown University, Washington, 0.C., January 4, 1977. Expenditures for

arthritis and rheumatism were estimated by the National Center for Health Statistics.



little more than one-third of the total and hospital care for about
another third. Drugs and drug sundries took 18 percent of the expendi-
tures for arthritis and rheumatism and about twice the share for other
chronic diseases.

Recognition of the need for additional data on expenditures led to
a National Medical Care Expenditure Srvey in which 13,500 households
were surveyed over a period of n yeau, -!th five intervies per hou0,0Wd.
Data from this survey will be available soon from the National Center
for Health Services Research and will prc/ide information about visits
to a variety of allied health professionals including nurses, physical
therapists, nurse practitioners, paramedics, home health aides, physi-
cians' assistants, chiropractors, and foot doctors. The data will in-
clude the type of persons seen, the condition for which the visit was
made, the total char,r.c far the visit, aud t..be sources of paymeut for
the visit, in addition to the .11aracte istics of the person for whom
the visit was made.

Table 12 is fairly difficult to understand, but details'on how the
calculations of indirect costs are made are available in a variety of
reports.3-5 The direct costs are those from table 11 which represent
the direct expenditures for all medical services77hospizals, physicians,
other health professionals, drugs, and so foriE. The indirect costs
are the costs of illness and death. These costs are incurred when ill-
ness results in absence from employment, prevents homemakers from per-
forming their duties or resL1-=, in permanent dfsabilicy that prevents
employment.

It is important to put a dollar value on the services of the home-
maker; otherwise her services are valued as zero. In any comparison
with other diseases that affect the working population, which is still
predominanrly male, the homemaker is left out. Without going into
detail, the calculation of the morbidity costs involves applying average
earnings by age and sex to work years lost; attaching a dollar value to
homemaker services, and applying it to homemaker bed days; and applying
labor force-participation rates and earnings by age and sex to persons
in and out of institutions who are too sick to be employed or to keep
house, under the assumption that if they did not suffer from these
diseases, they would be employed at the labor force participation rates
for their category.

The mortality costs shown in the table are the present values of
future earnings lost for people who die prematurely, discounted at a rate
of 10 percent. In fiscal 1975, the total economic costs of all diseases
was $220 billion, 45 percent of this being the direct costs with a remain-
der almost evenly di- -ided between the costs of morbidity (26 percent)
and mortalty (29 percent). For arthritis and rheumatism, 61 percent
of the total costs were indirect and almost all of this results from mor-
bidity. Arthritis causes comparatively few deaths --only 2,454 deaths
out of 1.9 million in 1976, and less than 1 percent of the total eco
nomic cost of these conditions was due to mortality. But the important
point is that for these conditions, the morbidity costs are very high,
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TABLE 12. Estimated Economic Costs

of Cost, Fiscal Year

and Percent

1975

Total

Distributions According to Disease Category and Type

Disease Category

e of Cost

Direct

Cost*

Indirect Cost

Total Morbidity Mortality**

Amount in Millions

All diseases $219,749 $ 99,373 $120,375 $ 57,848 62,527

Chronic diseases 133,135 ,i"..),479 37,101 39,55576,6A

Arthritis, rheumatism 6,547 2,541 4,006 3,951 55

Other chronic diseases 126.,588 53,938 72,650 33,150 39,500

Acute diseases 86,613 42,894 43,719 20,747 22,972

Percent of Total

All diseases 100,0 45.2 54,8 26,3
r

Chronic diseases 100,0 42,4 57.6 27,9 29,7

Arthritis, rheumatism 100.0 38.8 61,2 60.3 0.8

Other chronic diseases 100;0 42.6 57.4 26.2 31.2

Acute diseases 100,0 49,5 50.5 24.0 26.5

Percent of all Diseases

All diseases 100,0 100.0 100. 100,0 100,0

Chronic diseases 60.6 36,8 63.7 64,1 63.3

Arthritis, rheumatism 3,0 2.6 3.3 6.8 0,1

Other chronic diseases 57.6 54.3 60.4 57,3 63.2

Acute diseases 39.4 43.2 36.3 35.9 36.7

*Excludes unallocated expenditures or prepayment and administration, government public health

activities) other health services, research and construction,

, **Future mortality costs are discounted at a rate of 10 percent, adjusted for a rise in productivity

of approximately 2 percent,

SOURCE: Lynn Paringer and Avil;'a Berk, "Costs of Illness and Disease, Fiscal Year 1975," Public

Services Laboratory, Georgetown University, Washington, D.C., January 4, 1977, Costs

of arthritis and rheumatism were estimated by the National Center for Health Statistics.



so that although arthritis and rheumatism contributed only 3 percent
of all the costs, this amuunted to $6.5 billion in fiscal year 1975.
If you apply t 12 to percent annual rate of increase, that cost is
certainly high today.

Arthritis is a special concern of this forum and exemplifies the
health problem faced by many victims of chronic disease. At its worst,
arthritis can cause great pain, deformity of limbs, blindness, and early
death. Years a pain and frustration are the lot of those severely
afflicted this chronic disease.

Although it is impossible to measure the full toll of arthr__i_s
and otlier chronic diseases, the National Center for Health Statistics
provides several important measures of the impact of illness. Data
from the Health Exam!lation Survey, the Hospital Discharge Survey, the
National Nursing Home Survey and the Health Interview Survey indicate
the burden of disease in terms of use of hospital care, nursing home
care, phvslcian services, and in terms of the prevalence of the disease.

The various indices of the burden of illness measure the impact of
illness on the use of resources, days lost from major activity (includ-
ing children's schooling), and years of life lost. By attaching dollar
values to these indices, the

for
cost of illness is measured in

terms of the direct outlays for use of resources for hospital, physicians,
and nursing homes, and the indirect costs or loss in output due to dis-
ability or premature death.

What is not measured by these dollar figures is the effect of ar-
thritis and other chronic diseases on the quality of life. The closest
we get to measuring the quality of life is with the data on limitation
of activity, which just says that a person suffering frOm any disease
is limited in activity; some of them are unable to carry on, and some
can carry on only with limitations. That is inadequate, but quality
is very difficult to quantify.

Arthritis represents a relatively small but significant part of the
total burden of disease. It obviously affects women more than men and
increases drastically with age. Those of you who are addressing. the
important questions of this forum about how to educate the professional
have a very important duty ahead of you. I wish you success. Thank you.

For references, see the bibliographies at the end of the proceedings.
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GENERALIST, ENTRY-LEVEL EDUCATION

BACKGROUND ON GENERALIST EDUCATION

Arthritis, as one of the major crippling chronic diseases affecting
approxime-91y 40 million children and adults, requires alarge'pool of
health professionals prepared to function in academic and clinical roles
in rheumatology. The National ArthritL; Advisory Board has reported
that a generalist in nursing or allied health may have as many as 365
encounters per year with rheumatology patients, so the extent and ade-
quacy of entry-level preparation for dealing with these patients is of
great importance.

To address the question of current rheumatology content in entry-
level programs, the arthritis health professions section of the Arthritis
Foundatio conducted an undergraduate curriculum study recently under
the direction of Alan Jette. This mail survey contacted directors of
nursing, occupational and physical therapy undergraduate programs in the
United States and Canada. The response rate was 73 percent of the 262
survey forms sent out.

Table 1 shows the number of courses taught in nursing, occupational
and physical therapy preparation programs that directors recognized as
including some rheumatology content. In the majority of nursing pro-
grams, one or two courses included rheumatology content. In physical
therapy, there was a somewhat greater spread in terms of the percent of
respondents reporting as many as three or four courses with such content.
And in occupational therapy, there was an even greater sprtad, with
several schools reporting five or more courses with rheumatology content.

Table 2 shows the total number of classroom houra that undergradu-
ates were exposed to rheumatology content during the didactic portion
of their basic professional preparation. The number of houradn nursing
ranges from 4 to 25, with the greatest percentage of respondents (47)
reporting zero to 4 hours, and 33 percent, 5 to 9 hours. Physical
therapy reported a little more--24 percent having 5 to 9 hours, 24.
percent 10 to 14 hours, and 32 percent, 15 to 25 hours. Occupational
therapy was not too dissimilar with 24 percent reporting 5 to 9 hours
and 35 percent, 15 to 25 hours. Even giving everyone the greatest
benefit of the doubt, basic exposure to rheumatology content represents
1 to 2 percent of the total curriculum at the very most.

Since only 1 to 2 percent of didactic content is devoted to rheuma-
tology, it is natural to ask what percentage of generalists' practice is
spent on rheumatology. Marjorie Becker reported that a quick sampling
of patient statistics at the University of Michigan Medical Center showed
about 2 percent of the discharges were rheumatic disease patients -in
line with the national figures reviewed by Mrs. Rice. However, about 7.5
percent of all the treatments provided in the physical therapy department
were for some rheumatic disease problem, secondary complication, surgi-
cal rehabilitation, reconstruction, etc. The point is that, taking
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TABLE 1. Total Number of Courses in Undergraduate Programs in the United States and Canada Wh ch Include

Some Rheumatology Content, by Discipline

Discipline

United States Ave. No,

Courses

Canada Ave. No.

Courses5+ 1 2 4 5+

Nur:ing

(No, of respondents)

Physical Therapy

(No1 of respondents)

Occupational Therapy

(No, of respondents)

54%

(28)

34%

(100)

12%

(4)

29%

(15)

29%

(17)

35%

(12)

12%

(6)

20%

(12)

24%

(8)

4%

(2)

10%

(f)

15%

(5)

2%

(1)

7%

(4)

15%

(5)

(1.7)

(2.3)

(2.9)

10%

(1)

SO%

(3)

17%

(1)

40%

(4)

33%

(2)

50%

(3)

40%

(4)

17%

(1)

33%

(2)

10%

(1)

.0

0

0

0

0

(215)

(1.7)

(2.2)

TABLE 2. Approximate Number of Total Classroom Hours Spent on Leumatic Diseases Om; the Course of a

Typical Student's Undergraduate Education, in the United States and Canada, by Discipline

nite ta Canada

Disci line 0-4 59 10-14 15-2 26-50 50+ 9 10-14 15-25 26-50 50+

Nursing 47% 33'4 16% 4% 0 44% 11% 22% 0 U

(No, of respondents) (27) (19) (9) (2) (2) (4) (1) (2)

Physical Therapy 3% 24% 24% 32% 12% 5% 0 0 0 43% 57% 0

(No. of respondents) (2) (14) (14) (19) (7) (3) (3) (4)

Occupational Therapy 8% 24% 19% 35% 11% 3% 0 0 14% 43% 43% 0

(No, of respondents) (3) (9) (7) (13) (4) (1) (1) (3) (3)

9smar,==.IL

SOURCE: A. M, Jette and M. C. Becker, 'Allied Health Professional Preparation in Rheumatology,"

Journal of Allied Health Education (in press, November 1980); tables published by permission

of Dr. Jette,



physical therapy as one example, the amount of time spent by generalist
clinicians in a large teaching hospital (where many generalists are
found), seems out of proportion to the amount of.didactic preparation
they have had.

To go back to the survey, table 3 gives curriculum directors'
opinions as to the adequacy of present rheumatology offerings in their
programs. When the comments on survey responses were interpreted,
practically all of them came down to this: "We are already overlcaded.
We can't squeeze one more thing into that program." It is surprising,

, therefore, MI from their point of view, current didactic content in
rheumatology is perfectly adequate to turn out generalist clinicians.
On the other hand, table 4 indicates that curriculum directors felt
that the clinical portion of their programs probably included too little
rheumatology experience.

This portion of the survey, as small as it was, suggests that
curriculum directors in basic entry health professions programs do not
tcel that there is need for increased didactic exposure to rheumatology.
That should be taken as fact. So any efforts to "invade" or expand
those curriculums should focus on the clinical practicum where there is
some recognition of need for increased exposure.

The Arthritis plan said that health manpower in rheumatology should
be expanded. Data for the past 10 years, however, show that there has
been little or no increase in the total number of entry-level health
professionals entering this field. The big bulge of program expansion
is over; that suggests that efforts to improve preparation for arthritis
care should be applied to existing programs. ,The survey reported above
provides no evidence about the quality or appropriateness of the, minimal
amount of rheumatology content in basic programs, and this is something
that should be of concern. Furthermore, in some cases, content relevant
to 'care of arthritis patients is hard to separate from other program
components. For example, gait training, the use of physical agents and
modalities, and the use of evaluat-ive techniques are being taught in
all physical therapy curricula and all are relevant to arthritis care,
but these methods are not usually thought of as specific preparation
for work with arthritis patients, i.e. as "rheumatology." 11: is impor-
tant to evaluate the quality and content of existing programs to see
whether that content should be altered or supplemented in order to pro-
vide students with the necessary knowledge and experience to provide
safe care and relevant referrals for arthritis patients.



TABLE 3. Evaluation of the Amoula of Undergraduate Classroom Time Spent
on, Rheumatology in the United States and Canada, by Discipline

States Canada
Too

Discipline Little
Just
Ri =ht

Too

Much

Too Just

Little

Too

Nursing 24% 75% 1% 13% 87% 0

(No. of respondents) (14) (44) (1) (1.) (9)

Physical Therapy 31% 69% 0 0 100% 0

(No. of respondents) (19) (42) (8)

Occupational Therapy 24% 76% 0 0 100% 0

(No. of respondents) (9) (28) (7)

TABLE 4. Evaluation of the Amount of Undergraduate Clinical Exposure
Rheumatology in the United States and Canada, by Discipline

Discipline

_ite States
Too Just Too

Little Ri Much

ana a
Too Just Too

Little Ri ht Much

Nursing 33% 65% 2% 33% 67% 0

(No. of respondents (16) (31) (1) (2) (4)

Physical Therapy 39% 59% 2% 25". 75% 0

(No. of respondents) (17) (26) (1) (2) (6)

Occupational Therapy 52% 48% 0 50% 50% 0

(No. of respondents) (14) (13) (3) (3)

SOURCE: A. M. Jette and M. C. Becker, "Allied Health Professional
Preparation in Rheumatoiogy," Journal ©f Allied Health
Education (in press, November 1980); tables published by
permission of Dr. Jette.
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NEEDS FOP= FUTURE WORK IN ENTRY-LEVEL EDUCATIONAL PROGRAMS

Based on this background and further discussion of specific issues
in generalist professional preparation, forum participants proposed the
following recommendations for consideration by the National Arthritis
Advisory Board.

Curriculum Content for Basic Professional Programs

Forum participants suggested that entry-level nursing and allied
health programs should include the following areas:

Pathophysiology and natural history of common rheumatic.Aiseases

o Interrelationships of pain, drugs, environment, behavior, activity
level

o Impact of rheumatic diseases on patients at various developmental
levels

o Methods of measurement and evaluation used in clinical settings

o Components of comprehens care for chronic diseases, including
consideration of psychosoc 1 .1spects of disease

o Guidelines fcr referring patients and how to use community resources

o Specific disciplinary contributions to arthritis care, with emphasis
on interdisciplinary cooperation

o The tools for a problem-solving approach to patient care

o Preparation for teaching--not just treating--patients with arthritis
and other chronic diseases.

In considering what basic curriculum content in rheumatology should
cover, it maybe helpful to address such basic questions as these: What
takes the rheumatology Lo the health professional? What should
students know, do, be ekposeLl Lo, in order to help care for the arthritis
population? How can students be taught to apply specific evaluative
and therapeutic techniques to a variety of patient problems?

The forum discussion Lf such issues resulted in identifying the
needs for 'curriculum content outlined above. Selection of educational
objectives and content should be based on a realistic analysis of the
demands of clinical praclAce and of the health care system in which
graduates will be expected to function,

in order to practice effectively, students must have a basic under-
standing of the pathophysiology and aatural history (including the vari-
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ability and unpredictability) of the common rheumatic diseases, and the
common PYSiCal and psychosocial problems related to them. Some

pathophysiology and treatment approaches can be taught in the broader
content of study of a general area such as the musculoskeletal system
or reproaches to chronic disease. However, there is some uniqueness to
the inflammatory process in rheumatic disease and to its destructiveness
that arguesjor specific rheumatology content in the curriculum. For
example, students should be taught the differences between applying the
evaluation and treatment techniques they have learned to someone with
normal joints and to someone with inflamed and painful joints.

In order to address patients' problems, evaluate their status and
judge the effectiveness of treatment, it is also important for generalist
clinicians to understand the complexity of arthritis and other chronic
diseases-and-the-importance-of-such-factors-as-the-impact-of-disease on®
set at various developmental stages (juvenile, adult, and geviatric)
and the interactions of pain, mobility, drugs, behavior and environment.

Students should learn the components of comprehensive care from early
detection to rehabilitation and from the impact of a pain medication to
the impact of a patient's ability or inability to control such environ-
mental factors as working conditions.

Comprehensive care should be
nature of -,hritis. Health care
part, -ris -oriented; they treat

aLLaritis, this approach
ar -Lcis. For acute problems, a

based on an appreciation of the chronic
professtAaals are still, for the most
immedLLL symptoms. Until there is a
is inauequate for the patient with
focus on treatment may be appropriate,

but in chronic problems teaching is more appropriate--teaching people
how to deal with their problem 365 days a year.

Students should also learn how to determine when they have reached
the limit of their skills and referral is in order. This ability is
closely tied to an understanding of the medical/surgical rehabilitation
approach to patient care so that students know where their discipline
and skills fit into the total picture. The importance of the team ap-
proach to arthritis management can be more fully apprVciated when one
realizes that the chronic nature of arthritis creates' a complex manage-
ment problem. Health professionals are not just treating a temporarily
,ie- joint but must treat a person whose whole life has been/will be

:ed by a progressive disease lot which there
irorams should emphasize the need for strategic
therapeutic ancUpsychosocial resources to assist

is no cure. Educational
use of a variety of
arthritis patients.

Students in basic professional programs should be educated rather
than trained. A person who is broadly educated--liberally educated--may
avoid being too narrowly focused on a disease problem and may be better
able to deal with the whole constellation of problems a patient may have.
Rather than presenting a "how-to" approach to arthritis management, edu-
cation should be geared toward providing a philosophy of treatment, a
framework and the tools for problem-solving.
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Basic Educational Methods and Resources

T:7)-

Forum participants recommended that instructional methodologies
and resources should be expanded and strengthened by

o Broader sharing of instructional methods and:materials developed
at Multipurpose Arthritis Centers and in other educational and
clinical programs.,

* Development of more programmed, self-paced teaching modules on
arthritis- to supplement faculty expertise in arthritis care.

These should be designed so that they can be used by different
disciplines and in varied educational settings.

* Expanding the sections on treatment in The Primer on Rheumatic
Diseases to include services commonly provided by nurses and
allied health professionals.

o Identifying minimum library holdings on arthritis that should
be available in entry-level nursing and allied health programs.

* Expanding opportunities for students to learn methods of care
for chronic disorders such as arthritis through supervised
practice in clinical settings.

o Educating medical, allied health, and nursing students together
in an environment where they See faculty and practicing pro-
fessionals actually cooperating in teams.

As a result of recommendations in the Arthr. Plan, many Multi-
purpose Arthritis Center core faculty are developing teaching materials.
One example is a teaching guide in rheumatology for physical therapy
education ,from the University of Michigan. It is essentially a syllabus
that has been overlaid on a physical therapy curriculum. Personnel from
the Multipurpose Arthritis Center teach it in just 6 hours,- and it can
be substituted for the 6 hours of rheumatology content already in the
curriculum. Staff of the Multipurpose Arthritis Center at Washington
University in St. Louis has also prepared such "packages," and there are
other examples of this kind of activity as a result of individuals being
able to concentrate on arthritis care and education within the centers.

During the past year, the National Arthritis Advisory Board has
begun,,in an organized way, to ask the Multipurpose Arthritis Centers
to share educational materials and methods that they are developing.
The hope is that these might be made available through the Arthritis
Information Clearinghouse. These centers are certainly not the only
places where important and valuable curriculum developments are taking
place. Many of these developments would be'of general interest, and
the Arthritis Information Clearinghouse is interested in collecting
curriculum materials from others who have developed them, even in rough,
unpolished form--for example, mimeographed curriculum &ides and reading
lists.
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_An extension of the Arthritis_Plam=ought_to=ensure_that,every-basic-
professional entry program have a core curriculum or series of core
curriculum modules on arthritis--both general and discipline-specific.
These_ ought to be mandated heCause they would then form a consistent
base of preparation-in-arthritis. One means of accomplishing this might
be through a national task force, convened at regular intervals to re-
view and update recommended audiovisual and written materials which
could be made available to educational institutions througt the Arthri-
tis Information Clearinghouse. As many of these modules as possible
should be in formats that allow the student to work/learn at his own
pace (e.g., programmed learning) and whiCh include practice in problem-
solving. This would facilitate their inclusion in basic curricula and
supplement faculty ekperti-se in arthritis care. These should be designed
so they can be usedby different disciplines and in varied educational
settings. One very speCific step that should be taken is the expansion
of sections on treatment in The Primer on Rheumatic Diseases to include
services commonly provided by nurses and allied health professionals.

Another basic 'support for generalist programs would be to establish
recommended minimum library holdings on arthritis to back up and augment
rheumatology content in the curriculum.

College and university programs should make greater use of clinical
facilities to teach students how to apply and adapt the general theory
and methods they are learning to make them appropriate to dealing with
chronic disorders such as arthritis. One example of such an effort is
at St. Margaret's Hospital in Pittsburgh. Junior physical therapy stu-
dents are brought into the hospital for 8 to 12 hours of lectures and
clinical assignments over a 2-day period. This helps students integrate
the skills they are taught in their discipline while applying them
directly to rheumatology.

Experience in clinical. settings should also .ously to
bring,, together medical, allied health and nursing . - tere they

can observe faculty and practicing professionela functioning together as
a teanvto provide comprehensive care. Ideally, students will see that
in_taddition to the specialized knowledge and skills each team member
has, an attitude about working together makes the difference between a
group of professionals practicing together and the same individuals fund-
tioning as a team. Int,iraction between members of the team, directed
toward a common goal of comprehensive patient care with optimal patient
outcome is the true intent of team practice.

An informal survey of Multipurpose Arthritis Centers showed that
only 1 out of 20 respondents felt that their center did not have a team.
However, individual centers reported a great variety of definitions
of what constituted the team, what the team's functions were, and how
the success of team practice was measured. Therefore, for the centers
to provide valid data on the team concept--and certainly valid data are
needed--more direction should be provided on what constitutes a team
and what methodolOgies can be used to evaluate team practice.
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There are some interdisciplinary models for preparing team members
that Can be examined. The simplest is a workbook called Improving
Coordination-of Care--A Pro ram for Health Team bevel° ment prepared
with support from the Robert Wood Johnson Foundation which has special
interest in delivery systems for chronic disease care. The program
consists of seven 3-hour modules. The group is led through steps to
improve coordination and planning for effective teamwork. Another
example comes from a book on:interdisctplinary child development teams
and uses the competency based approach. A third, and more involved
example, is a report from the University of Southern California occupa-
tional and physical therapy programs on a planned, interdisciplinary
curriculum of both theory and practice in team building, including
weekly sessions on leadership styles, communication, group decision-
making, and team effectiveness assessment.

Faculty Preparation ,to Teach Arthritis Content

To increase the number of faculty prepared to teach basic prtncin les
of arthritis care, forum participants felt that a need exists to:

° Provide short-term traineeships in rheumatology for faculty from
basic professional programs in nursing and allied health.

° Make greater use of .active clinicians as teachers.

Many faculty members in basic professional programs themselves lack
adequate training in rheumatology. One mechanism that might Le uses. to
encourage undergraduate or basic professional faculty to take an interest
in rheumatology is provision of short-term traineeships in rheumatology.
Faculty need to be prepared-both to teach students in the classroom and to'
serve as role models in the practice setting. Post master's fellowships
should be offered for faculty who might have an interest in this area;
right now at the master's level in nursing, for example, six schools offer
elther a rehabilitation or chronic disabilities major. If something can
be done to train master's level nurses and allied health-professionals
so that they can integrate this content into undergraduate programs, it
would make a significant difference. Furthermore, academic faculty are
more and more concerned that they are losing their clinical skills. So

the focus of post-master's traineeships should be not only to strengthen
teaching techniques- and content but also to strengthen clinical skills.
Faculty -could -then direct their undergraduate students not just in content
but in the-application of their knowledge to the real world, to the care
of patients.

Another approach is to prepare practicing clinicians and to have
them do more teaching. Me./ graduates of entry-level programs often
have a number of splinter skills. They have accumulated a great deal
of information during their undergtaduate years, and they want to hurry
up and try it out. But when they apply their skills with a chronic
patient such as a rheumatoid patient, they often fall flat on their faces.
and find it very discouraging that the patient isn't-immediately getting
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better. To better prepare students, educatirmal programs should draw
on the resources of the practicing fieldthose clinicianS whortoll up
their sleeves and work with patients 8 or l0 hours a day. These people
can come into the classroom and explain to students the difference
between applying their knowledge to acute situations and moicting and
applying it to chronic situations. This approach has been tried recently
at Howard Univerity with a tremendous response.

Continuing Education for Generalist Clinicians

To assist graduate nurses and allied health professionals to keep
up with changes in the care of patients with arthritis, forum. partici-
pants identified a need for:

° Making more current information on arthritis care readily available
to generalist practitioners

Continuing education programs on arthritis care geni.talt!_

clinicians, some of which should be pi:ovided by Multipurpose :tr-
thritis Centers.

Only 2 percent or so of the population of rh, is

patients may need the re;: and skits available in teachig hospi-
tals or arthritis centers. The 98 percent remaining need the.aupport
of generalist practitioners and are more remote from major care centers.
So the problem i.o, how do you relate what is going on at the centers
to the real world of this large number of people in terms of improving
function and coping with their environment in the home setting? One
important step is to make information on arthritis care readily avail-
able to the primary care providers--family practice physicians and
internists, along with nurse practitioners, physician assistants, and
others.

The National Health Service CoTps is part of the Bureau of Community
Health Services, which includes Community Health Centers. It is hoped
that over the next several years there will be 2,000 of these community
centers throughcut the country beginning to address the needs of 50 mil-
lion underserved Americans. It will be important to communicate more of
what the specialists are and what they do to facilitate cooperation with
people in the primary care settings.

Another means of providing additional or continuing education for
generalists is through short courses or traineeships, some of which
could be offered at Multipurpose Arthritis Centers. Resource materials
or- self-stud units sho'lld also be developed for use by primary care
professionals at their home bases.

At the Johns Hopkins Multipurpose Arthritis Center, for examplt!,
the following types of programs are Ongoing: A rheumatology update for
physicians and allied aeaIth professionals is held every 2 years. Dur-
ing the alternate year, a 2-day nursing seminar for registered nurses
and student nurses is offered. Updates offered four-to five times

28



a year and designed for professionals and the public are held in outlying
areas ofMaryland. The Maryland Society for Rheumatic Disease holds five
educational 7rograms for physicf, and alli0,1 health professionals eacn
year. Arthl M health profes,,is have aL,o organized a journal club
for exchange information These types of educational activities are
not _pique to Maryland or to the Johns Hopkins center but are a reflec
ti.Ja cl educational programs across the country. Many of these programs
are designed for the generalist, btit it is the increasing numbers of
arthritis specialists who have made them possible.

A shortterm training program at the University of California, Los
Angeles, recognizes that i;eneralists see many arthritis patients but that
arthritis care is nor their only specialty area. They want to know about
rheumatology, but not be confj, ' to a -lr's fellowship that con
centrates on tat area a_one. , :ogram has Laerefore been developed
to train Cr. :_rdiseiplinary group over a 6month period. The program
is organized into three phaq,,s with vnrying periods of time spent at the
training trIgtitution-- z-ing rst month, 1 day during the
third me ad 3 do du she iionth. The instruction is
arranged,- .glow trainees the opportunity to utilize their new knowledge
In their own clinical setting and then return to the training institution
to work out any problems they may be encountering and to allow emphasis
on certain aspects of patient care in each of the three phases. The
program also includes compilation of a "learning notebook" divided into
major instructional modules for rheumatic diseases. Each module contains
audiovisual and reading assignments and appropriate clinical experiences.
Also planned are establishment of annual 1 day refresher courses and
standardization of the program for application in a variety of clinical,
settings.,

Finally, if health professionals are to be involved in rheumatology
training programs and in continuing education programa, the rewards for
their involvement should be more than instrinsic. Award of continuing
education units for quality educational programs in rheumatology should
be supported.
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SPECIALIST PRE2ARATION

BACKGROUND ON SPECIALIST EDUCATION

Specialists prepared at the graduate level should gain increasing
depth of knowledge in the specifics of arthritis pathology and various
interventions. Programs should also include knowledge and skills for
assuming leadership positions which may include a combination of respon-

' sibilities in service, education, and research. Opportunities should
be provided for common learning in the sciences basic to-this specialty
area as well as experience in interdisciplinary care delivery.

Clearly, we have come a long way in development of arthritis spe-
cialists since the Arthritis'Plan was written; however, there continue to
be areas in which improvement is needed. The .section of the Arthritis
Plan which focuses on arthritis centers emphasizes the, importance of
arthritis health professionals within'the Multipurpose Arthritis Centers.
For example, one recommendation In the Arthritis Plan states:

Each Center should be developed and supported to undertake urgently
required. activities, education of patients, Oleir families, the
public,,and health professionals, including education at all levels
for a variety of providers of care.

And an even more powerf..1 statement is

Education and training of both patients and health professionals in
the field of arthritis are critical for successful implementation of
the entire Arthritis Plan. An immediate top priority placed on
education and training is dictated by the nature and scope of the
problem.

The Multipurpose Arthritis Centers have provided the base, in clin-
ical terms, for increasing the opportunitiek for nurses and allied health
professionals to become arthritis specialists. At the Johns Hopkins cen-
ter, for example, nursing and allied health faculty have the same uni-
versity commitments and expectations as do physicians--in health related
research, in education, in patient services, and in community action.
Within many-of the centers there has been not only an increase in the
aumbers of nursing and allied- health arthritis specialists, but also a
marked expansion of their professional activities, in both quality and
quantity. Many of these arthritis specialists are involved in providing
continuing education programs for health care providers;;and the devel-
opment of education and information programs for patients, their fee.-
lies, and for the general public. Nurging and allied health arthritis
specialists have elso pursued some-of the research topics identified in
the Arthritis Plan, particularly thoSe related to physical medicine.

Since the inception of the Arthritis Plan, educational opportunities
for specialization in arthritis care and research have increased. This
has been reflected in the growing attendance at the annual meeting of
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the a thrifts. health professionals section.. of the Arthritis Foundation--
up to 315' registrants last year from 40 at the first meeting 15 years
earlier*

An increasing percentage af nurses, occupational therapists, and
physical therapists are pursuing graduate-degrees, and graduate faculty
are recognizing that rheumatic disease programs may have much to offer.
At Johns Hopkins there are currently one or tvo graduate students in
nursing per year affiliating with the rheumatology program. They are
gaining knowledge (both didactic and clinical) regarding rheumatic dis
easec; some are completing their thesis requirements in that area, and
several do their teaching practicums in rheumatology. There is some
thing of a snowball effect; two of the master's1 prepared nurses who
affiliated with the Hopkins prpgram have joined nursing school faculties
and introdUced rheumatology into the basic,curricUlum. And it was only
after designation as an arthritis center that a clinical.physical them.
pint at that facility was offered a faculty appointment at the University
of Maryland and has thus had the opportlity to increase the rheumatology
Curriculum for physical therapy students from i hour to 16.

A se^onL major commitment of arthritis specialists is a commitment
to research. Once again, the Multipurpose Arthritis Centers have been
instrumental in stimulating nursing and allied health professional
research activities and in providing the milieu and the support for
those initiatives. Nursing and allied health professionals' 'applications
for research support submitted to the Arthritis Foundation have b.en

improving gradually over the years as concerted efforts are being made
to upgrade their research skills--a process that must continue.

There is reason to be optimistic not only about the in,.easing number
of arthritis specialists, but also about their everincreasing contribu
ions in education, in research, and in the improvement of care for

patients with rheumatic disease. Momentum in these areas must be sustained
or increased, and additional attention should be given to other recommends
tions'in the Arthritis Plan related to the arthritis specialist which have
been implemented only minimally or not at all.
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NEEDS FOR FUTURE WORK IN PREPARING ARTHRITIS SPECIALISTS

Based on this background and further discussion of specific issues
in specialist preparation, forum participants proposed the following
recommendations for congideration by the National Arthritis Advisory
Board.

Objectives of Arthritis Specialist Preparation,

Forum participants suggested that more advanced)rofeeional educa-
tion programs are needed to prepare graduate nurses and allied health
professionals for sued roles as:

o Clinical and faculty jobs which combine rebponsibiiities in patient
care, research, and teaching

Q Consiultanttand leadership -oles as clinical specialists

Johs in preventive programs such as occuplLional health nursing

Positions in clinical and basic research.

Many of the objectives for educational programs to prepare nursing
and allied health specialists in arthritis are quite broad and overlap
with objectives for advanced educational programs in any.field. Graduate

level preparation should include attention. tothe three professional com-
# mitments of clinical teaching, research, and patient care. In comparing
the career possibilities for nurses, occupational and physical therapists
with those available to physicians whose interests are principally in
rheumatology, the biggest and most disturbing difference is that it is
expected that a phy0Cian who pursues an academic ':-_7Fireer in rheumatology

will continue to sea patients, at the same time that he teaches and does
research. For graduates in nursing and allied health, however, this is
much more difficult to accomplish-- difficult because the graduate pro-
grams which are the best established route to advanced ceedentials have
tended to take people toward academic careers which did not-include much
patient care. It can be difficult to combine academic and clinical roles,
but it can be done. For example, at Rush-Preseyterian-St. Luke's Medical
Center in Chicago, all members of the faculty in nursing and-.in other
fields are practitioner-teachers regardless of their level or discipline.
Rush is unusual in its organizational structere, but at other institu-
tions across the country, there are more and more opportunities for and
recognition of blending or integrating all components of professional
practice.

Two slightly more specialized roles may be added to the three de-
scribed above: those of consultant and administrator. Preparing gradu-
ates to function in these roles may help them to integrate nd maintain

contact with patient care, education and research. The specialist needs

be able to consult with other nurses, other allied health profession-
als to help them integrate, within their plan of care, the specialist's
knowledge about arthritis or other disease entities. In the role of



administrator, the specialist can function as a leader and change age_

helping to bring about changes, both in the educational system and in
the practice setting to further improve the health care delivery system.
These roles can he integrated very effectively in educating specialic-s--
whether in arthrin,is or some broader area such as rehabilitation.

Not everyone is going to function in all of these roles equally.
Emphasis for an individual may even change from time to time, but grad u-
ate specialists should maintain an awareness of all three roles, even
though they my focus on one. For exam le, for those in community hospi-
tals who don't hav-L2 time for 100 percent integration, it may be u::,:eful to
look at how to exchange, say 10 percent of a practitioner's patient care
time for involvement in teaching, or to look for other ways to provide
opportunities for at least some practice in other areJAs

St.udeuts who will function in a variety of settings and with vaty-
ing de ree_c of independence should also be well prepared for po c in

health maintenance and disease prevention. Such specialists as-occupa-
tional health nurses should learn how to identify arthritic and other
chronic problems in order to provide early referral for treatment with
the goal of preventing such problems from being aggravated and becoming_
more serious.

Finally, the necessity for training nurses and allied health profes-
sionals for formal roles in research becomes obvious if it is recognized
that it is unusual for someone to be able to secure major research fund-
ing unless he/she (a) has an earned dcctorate and (b) has served some
sort of apprenticeship to establish a track record as a competent inves7
tigator. There are people without any degree who have good research
ideas and sometimes excellent research competence, but in general, .

nurses and allied health professionals should meet established criteria
in competing for research grants. For them to do this requires develop-
ment of more programs at the doctoral level for nurses and allied health
professionals to learn to become clinical researchers.

Resources and Programs for Specialist Preparation

Forum participants recommended that resources and programs for
training specialists should be strengthened in the following ways:

o Multipurpose Arthritis Centers should support postgraduate and post-
doctoral research training in nursing and allied health to prepare
more of these professionals as clinical researchers in the field of
arthritis.

o Formal programs of advanced practical experience (i.e., clerkships
and residencies) should be developed in clinical facilities special-
izing in arthritis care.

Traineeshipifellowship support for advanced preparation of clinical
specialists and investigators from Federal agencies such as the
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Bureau of Hea_l.th Manpower and the Rehahilita

tration should he increased.

Services Adminis-

° Certification programs in arthritis as a subsi r[aity in n ng and

allied health should be explored.

The Arthritis Act and, in particular, the Multipurpose Arthritis
Centers, have made possible the evolution and expansion of the roles of
arthritis specialists. In a field such as rheumatology which requires
Involvement by profosFJonals of multiple disciplines and interast:q, the
centers have been and are critical to development of new roles and oppor-

tunities. If the Arthritis Act is not renewed --if arthritis centers are

not continued--the loss of arthritis health professional programs across
the hoard would he calathitous.

Not all Multipurpose Arthritis Centers need to do the same thing;
rather, each should determine its own specialty are _,_J then develop

training programs according -to specialty area with a clearinghouse of

information on the variety of center training programs available. Center

directors should be permitted to use a certain portion of their funds
to support postgraduate or postdoctoral research training in the fields
of nursing and allied health to help develop a cadre of trained investi-
gators interested in arthritis and other chronic disorders.

In the area of clinical specialization, it is still virtually impos-
sible to find therapists with experir-ce in treating patients with rheu-.
matte disease. Late last fall, an a -.tele was published in one of the
leading nursing journals describing the various roles and opportunities
for nurses in the field of rheuriatology. Within 2 weeks after the re-
lease of that journal article, 15 letters from registered nurses wer re-
ceived in the Arthritis Foundation's aational office; these reflected not
only tremendous interest in this area but also contained inquiries as to
where an individual might go to gain knowledge and to develop expertise
in .the area of rheumatic diseage. The, foundation was hard put, as it has

been in the past, to direct these individuals to programs where they
could find a structured, intensive, educational program in rheumatology.
Of the 114 accredited master of science in nursing provams in 1977, only
6 offered majors in rehabilitation nursing: University of Alabama in
Birmingham, Rush University, Boston University, State Univesity of New
York at Buffalo, University of Wi consin at Milwaukee, and California
State University. Relevant knowledge, current practices and techniques
of health care for patients with arthritis and related chronic conditions
are essential components of rehabilitation nursing.

It therefore seems important, or,-e the special capabilities of a

center are determined, to move rapidly to establish rheumatology clerk-
ships, internships, and concentrated educational experiences to meet.the
needs of nursing and allied health professionals seeking this kind of
educational opportunity alai ultimately to benefit the ever-increasing
needs of the rheumatic disease population.



One major problem in developing such clinically based advanced
training programs in nursing and allied healt!' has been that Federal
funds have not been available for training clinical specialists. The
National Arthritis Advisory Board has recoo_Tended in the past that the
staff of the Bureau of Health Manpower in both the Division of NusThg
and the Division of Associated Health Professions review and reviae
existing guidelines for awarding traineeships and program support under
the Nurse Training Amendments of 1979 and the Health Professians Edu-
cation Assistance Act of 1976 to encourage use of these programs to
suppoL- training of advanced nursing and allied heaLth clinicians and
clinical investigators.

The Bureau does not now fund disease-specific programs, so there are
no funds specifically designated for arthritis or any other disease. The
Division of Associated Health Professions has funded graduate training of
allied health teachers and educators which could include some advanced
study related to long-term care of patients with chronic disorders such
as arthritis. However, funding for this training is now limited to com-
pletion of already approved projects, and prospects for additional sup-
port in the near future are not bright.

The Division of Nursing of the Health Resources Administration does
have a number of programs that provide support for advanced professional
training in nursing as well as money for nursing research. Theoretically,
that money is available to people who want to put together programs in
areas such as arthritis. However, applications to support the training
of specialists in fairly uarrow areas such as rheumatic diseases have
very often not been well.received by peer reviewers in that programs were
considered to be too narrow. In at least three cases where programs with
a narrowly define clinical specialty have been supported, the programs
have proven not to De viable after a couple of years, and they have had
to be restructured with a broader scope. ProL:ams to Trepare clinical
specialists to plan and provide long-term care using arthritis as an ex-
ample or model do seem promising.

In developing clinical education programs, it was recommended that
priority for training grants should be given to accredited graduate pro-
grams to offer an optional track in arthritis care within a rehabilita-
tion major or to develop a specialty in management of arthritis and other
chronic disabilities. Fellowship/traineeship programs could also fund
students already in graduate programs. Faculties; in institutions of
higher learning with recognized expertise in the area of arthritis care
could develop individualized programs of study for graduate students
preparing for careers in teaching to enable them to learn a body of
knowledge, clinical skills in arthritis cite, and formal teaching skins
to be used with students in basic educational programs. These fellow-
stips could be provided either within or outside Multipurpose Arthritis
Centers, but faculty mentors should have recognized skill and knowledge
in the,area of arthritis care.

Potential sources of funding other than Federal agencies should be
investigated. Such sources include local Arthritis Foundation chapters.



For example, the Maryland Chapter of the Arthritis Foundation has estab-
lished an arthritis health professionals fellowship to enable allied
health professionals in Maryland to pursue a special line of study and/or
clinical investigation related to rheumatic diseases and their management.
The present grant of $5,000 per year is expected to increase to $19,000

per year in 1984-1985.

In part, failure to provide adequate specialist training reflects
the fact that care of arthritis patients is not recognized as a bona fide
subspecialty for nurses and allied health professionals, particularly in
licensure or certification terms. In medicine, physicians may become
board certified in rheumatology and thereby recognized as specialists.
The same is not true for arthritis health professionals. Nurses, for
example, may be certified as specialists in the areas of cardiology, on-
cology, rehabilitation, midwifery, and so on, but not in the area of
rheumatology. If health professionals are to be involved in arthritis
related graduate programs or in continuing education programs, the re-
wards for their involvement must be more than intrinsic. Obtaining
credits for such educational programs and certification as arthritis
care specialists would not only provide the extrinsic reward which many
health professionals now seek, it could also serve as a stimulus for
many health professionals to pursue rheumatology as a major career
involvement.

On the other hand, such formal credeatialing of speCialists could
not be done until the special expertise this sli,Ald involve has been

mach more clearly identified. There is also s ',Ask that this would
increase the cost of services and fragment care for patients. Addi-
tional questions arise over the availability of positions for nurses and
therapists with such a narrowly defined area of professional interest.
Credentialing clearly remains a controversial topic.

In general, however, it seems Lkely that strengthening nursing and
allied health education programs with regard to specialization in rheu-
matology will ultimately result in new and extended roles for these pro-

fessionals in clinical service.

Public and Patient Education

Although public/patient education was not a formal topic for the
forum, it was addressed in the Arthritis Plan, and a number of forum
participants touched on it and suggested that:

Priority should be given to health promotion through public edu-
cation on arthritis; such programs should be supported by third-
party purchasers of health care and by other representatives
of the private business and industrial sectors.

o Patient/public education methods and materials should be carefully

tested to determine their cost-effectiveness.
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Forum participants spoke both of the inherent need for good p, ti_nt
education programs for health promotion and of the need to prepare nurs-
ing and allied health professionals to provide good education to indi-
viduals and to groups of patients. Priority should be given to health
promotion, health protection and disease prevention rather than restora-
tive care. Efforts should be made to have the public and government
recognize that an "ounce" of chronic disease prevention can save dollars
in years to come for an increasing population with chronic pathologies
such as arthritis. This recognition is important if the traditional
system is to open up a bit so that the services of health educators or
patient advocates can be paid fo!.

The roles of the patient and the patient advocate depend upon peo-
ple's philosophies, but patients come wt_th a certain body of expertise,
that is, what a disease and treatment are like for them. Furthermore,
in order for treatment to he effective--especially for chronic condi-
tions--the patient needs to Understand and integrate information when it
is appropriate. Professional evaluation of what the patient understands
and applies is a very knotty problem that needs further exploration to
determine effective methods of patient education and to enable judgments
about patients' understanding of and compliance with treatment. This
area would be particularly appropriate as a major emphasis in programs
of advanced training for nursing and allied health arthritis specialists.



RESEARCH NEEDS _N Ah1 iHRITIS

As a bast; for forum discussion of research needs, three diverse
-state-of-the-art" papers were presented. Despite the variety of their
content, the discussion which followed and the written comments of forum
participants r-71ulted in a number of widely applicable research recom-
mendations fa- consideration by the National Arthritis Advisory Board
as well AS a plethora of specific ideas for research projects.

GENERAL RESEARCH RECOMMENDATIONS

Forum participant,' made a number of overall recommendations for in-
creased:

studies in which arthritis serves as a model for a wider range
chronic disorders

interdisciplinary research

clinical studies of the efficacy of treatment methods now in wide
use

o methodological studies fo develop hotter ways of measuring key
factors in .arthritis care

o multicenter trials using corn -able research methods samples
with pooling of data on clinical studies conducted throughout the
country

o research on health promotion and methods of disease prevention.

To implement these recommendations, forum participants made the
following more specific suggestions:

o _ survey of nurses and therapists engaged in the treatment of ar-
thritics should be conducted to determine what kinds of modalities
are used, the frequency with which they are used, and the ration-
a!e for their use as'well as to establish the total volume of
sarvices provided.

Studies that will help redefine the respective roles of profession-
als and patients to take into account the special needs of patients
with chronic, disabling conditions

o Assessment of the long-range effectiveness and costs of providing
followup to clients with chronic diseases such as arthritis

o Expansion of research on psychosocial aspects of arthritis and the
significance of these factors in treatment
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° A national conference should be held to being together clinicians/
researchers in arthritis to:

- Develop a model to describe the interaction of human function,
symptons, treatment and interventions with the course of arthri-
tis as a basis for common agreement on education and research
in the field

- Develop common terminology, identify promising research method-
ologies, and define patient populations for arthritis care re-
search

- Pool clinical experience and e, the effectiveness of
various treatment modalities

- Define research questions and share ideas on useful research
instruments

Assist in the development of a cadre of individuals interested
in practice, teaching and research in arthritis

- Emphasize the importance and scope of nursing and allied health
research r,qated to arthritis

Establish a national arthritis research information bank for stor-
age, retrieval, and comparison of quantitative data on evaluation,
treatment, outcome and long-term followup of patients to facilitate
evaluation of effectiveness of care, tools for evaluation, and pro-
tocols for research.

In making these recommendations, participants recognized that many
of these topics are of concern in other areas of chronic disease and
long-term care. Investigators with a special interest in arthritis can
thus contribute to and learn from work being done in other fields. In
keeping with this, many of the research initiatives that were called for
in the most recent National Arthritis Advisory Board report dealt with
underlying mechanisms and problems that have broad application for many
diseases besides arthritis.

The impact-of arthritis on the individual's psychological and social
world has been greatly oversimplified by researchers, probably because
its manifestations are.overwhelming: pain, uncertainty about the course,
prognosis and treatment of the disease, possible chronic disability,
poverty, unemployment, lack of physical and financial. access to care,
vulnerability to quackery, professional and social attitudes about chron-
ic disability, deformity and the myth of the "arthritic personality,"
inability to perform simple daily tasks. The complex psychosocial rami-
fications of arthritis thus defy explanation by a single theory or
perspective.

The Arthritis Plan calls attention to the fact that both health
services and research in the United States have tended to focus on acu
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conditions. Arthritis, with its impact on the quality of life of persons
and their ability to function in the daily activities of work, self-main-
tenance, and leisure, can serve as a prototype for understanding chronic
disease and disability in a society which desperately needs that knOwl-
edge to face the challenge of an increasing population of persons with
chronic conditions. It may be self-defeating to insist that arthritis he
singled out whether in a contract proposal, a research paper, or a liter-
ature search because these are pervasive problems. Where useful research
on coping with chronic disease has not been done, however, arthritis may
serve as a usefulbut not exclusivemodel.

Because of the complexity of arthritis and other chronic diseases,
an interdisciplinary research approach is likely to be most effective and
to avoid duplication of effort, as for example both nurses and physical
therapists conducting separate projects on energy conservation.

The role of nurses and allied health professionals in the oatment
and study of the rheumatic diseases is becoming broader and better under-
stood by the patient population and the medical community. To maintain
this impetus, it is important for these professionals to continue to
develop , sound theoretical basis for their treatments and an increased
sophisication in treatment skirls. This incorporates not only the
development of newer techniques but also the evaluation of the efficacy
of treatments presently being used. A cooperative, interdisciplinary,
multicenter effort to identify and evaluate commonly used treatment
techniques could provide useful and generally accepted results. Dete-
mination of the efficacy of treatment for relieving the patient and
the cost-effectiveness of alternative approaches are both important.

In conducting such clinical research, it is essential that the
interdisciplinary research team include the physician(s) involved in
caring for patients who serve as subjects. Without this collaboration,
important variations in other aspects of the patient's overall therapy
may be difficult to control and their interaction with nursing and
allied health interventions impossible to interpret.

The traditi,,tal physical modalities of heat, cold and massage have
been applied to arthritls patients in the belief that they are somehow
supposed to reduce joint swelling, promote circulatOn, stretch connec-
tive tissue, reduce pain and stiffness, and promote mobility. What is
terribly distressing is that there is no sound basis for belief in the
efficacy of these techniques. The major texts on arthritis written
since 1975 include very little on underlying mechanisms felt to support
use of these techniques, and 80 to 90 percent of the references predate
1960. One has to conclude that research on traditional physical agents
and their effects on arthritic pain and mobility have been extremely
neglected.

Similarly, new modalities such as joint mobilization, biofeedback,
the relaxation response, and transcutaneous electrical nerve stimulation
(TENS), are often adopted enthusiastically without adequate testing of

4



their efficacy. For example, transcutanaous electrical nerve ,,:imulq-
tion is the placement of electrodes on the skin surface and passage of
current through those electrodes to the point at which the patient
feels a parasthesia or, under some circumstances, a muscle contraction
beneath' the stimulating electrodes. The premise is that for a painful
region, this kind of input might serve as a counter-irritant or an
inhibitor of pain perception. The mechanism for that inhibition is
unclear. There have been only two studies that have dealt with the
use of TENS with the arthritic patient; both-are very encouraging, and
both are very recent. However, these studies do not address questions
of appropriate duration of treatment, number of treatments, or long-
term effectiveness.

Everyone agrees that tests and treatments that cost the patient
money should not be undertaken unless they are needed. However, without
testing the benefit of various modalities, there is no way to determine
whether or not thev are needed. Alternatives also need to be compared,
since pain may cause patients to use expensive quackery and potentially
addicting drugs when some other treatment may be more effective and have
fewer side effects.

Many tools are available for assessment of arthritis patients be-
fore and after treatment as a means of evaluating treatment efficacy.
In many cases, the expensive equipment and elaborate studies conducted
at major research centers can be translated into validated baseline data
or simple assessment techniques or tools for application in a wide range
of clinical settings.

Several of the major gait laboratories around the country have de-
veloped both simple and sophisticated instruments for analyzing gait
patterns"a major concern for those treating patients with arthritis
of the lower extremities. Foot switches are pressure-sensitive shims
attached to the bottom of the foot so that as the patient walks, the
pressure of body weight causes the foot switches to go on and off.
The Rancho Gait Analyzer is based on foot switches and uses a micro-
processor to record these characteristics of gait automatically:
velocity, cadence, stride length, gait cycle duration, single and
double limb support. This device can be used in any clihic. Mary Pat
Murray, at the Wood Veterans Administration Hospital in Milwaukee,
has used interrupted light photography in which the patient's limb is
marked wZ.h light sensitive spots, and sequential photography is used
to measure the angles of the joint and the time of heel strike, toe-off
and so forth in the gait cycle. This is a somewhat laborious but
reasonable alternative to more elaborate and expensive technologies.

The difficulty in using such devices to measure patient performance
is that performance goals vary with individual patients, so one needs
to use this technology not only for evaluation of individual patients,
but also in the broader scope to study groups of patients and clusters
of disabilities with the hope that one can improve care for classes
of patia-=Ats. It is also important to be aware of not just the acute
disability and its immediate rehabilitation, but what happens to the
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patient- over a period of many years. Furthermore, the technology for
measuring a problem and establishing criteria by which to judge it
must '30_ coupled with the knowledge and sersitivity that result in
interpretati(1 of the data collected in a manner tha, has practical
meaning for the patient and for the objective for which the study is
undertaken.

For example, research to examine one of the major problems in ar-
thritis--the flexed knee deformity--found that walking with a 15 degree
knee flexion contracture required 10 percent more energy titan .normal; at
30 degrees, 25 percent; and at 45 degrees of knee extens1:3n restriction,
almost 50 percent more energy is required. This is the kind of index
that physical therapists should look at in Lying to assess the meta-
bolic demands of disability on their patients' performalces.

The kinds of research questions to ask regarding performance and
to translate into clinical practice are these: What level of functional
activity can be expected in a given patient under given conditions?
When will he be able to perform in the manner expec.,2d, for how lon)
and at what intensity? What is the influence of the disease in the
contralateral limb or what is the influence of the disease in the ipsi-
lateral joints other than the diseased joints? What specific restora-
tive procedures are indicated -? How effective is the treatment program?
What are the effects? Can they be quantified? How are realistic goals
established and to what degree are they met?

To the extent that these questions can be answerd in quantitative
terms, it should be possible to enhance the efficiency and the quality
of care at a reduced cost.

In the psychosocial area, there is a paucity of research regarding
how persons with arthritis perceive their sy-Iptoms, about the relative
imporiance of the symptoms of arthritis to the individual and about
how psychosocial factors influence the manifestations of arthritis and
patients' responses to treament.

Earlier studies have suggested that the patient's uncertainty about
the course of the disease, perception of pain, and preoccupation with
illness all influence responses to treatment and rehabilitation, and
the-adoption of adaptive or maladaptive coping strategies. Further
research on these topics could provide valuable insight into treatment
methods, responses to intervention, and to the establishment of priori-
ties and training methods to l/a used in rehabilitation.

Since arthritis is a chron.- disease often resulting in lifelong
disability, it presents a challenge to one may either succumb or
with which one may cope with varying degrees of success. Being able
to describe the adaptive coping strategies of a sample of arthritics
could enable rehabilitation programs to employ techniques to train
persons in the use of such strategies.
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The person with arthritis must deal-with the competition between
two imperatives, the physiological imperative of the body and the activ-

ity or "doing" imperative of the world. In attempting to balance these
opposing forces, the individual adopts a variety of social and psycho-
logical tolerating strategies, and these include juggling the hope of
relief or remission against the dread of progression, covering up and
keeping up, acting normally, while pacing, renormalizing, or adjusting
to reduced activity. Earlier studies of coping could well be refined

and expanded to include the question of how effective these coping
strategies are in preventing, avoiding, or controlling the emotional
distress associated with arthritis and how coping strategies change

with disease progression.

Studies are designed and implemented from the health professionals'

point of view. Self-report of needs by entients coul reduce the so-

called specialist effect in which professionals perceive a patient's
needs according to the services available. Such a needs assessment

might provide a more comprehensive base for the development of inter-
vention strategies and public policies for arthritis.

Further research should also be conducted to explore the relation-
ship between ability to maintain independence in daily leLving activities
and life satisfaction. Preliminary analysis indicates that there may be

a positive and fairly strong relationship between successful performance

of daily living skills and life satisfaction. Such relationships might
lead to the development of a new definition of health which is based upon
suc'essful function to the patient's satisfaction in the community rather
than health .as an absence of pathology. You might call that functional

health.

Greater emphasis should be given to health promotion, including
early detection of problems and community-based provision of health

care to increase accessibility. New models for provision of services
should be explored, including the provision of services in such environ-
ments as consumer-operated independent living.centers and community

colleges.

At the same time, as such new patterns of service are explored,
data should be collected to provide ar accurate dese-'etion what is

now being done. AlthoUgh the statistics presented in her keeLe ad-
dress by Dorothy Rice make it clear that the total volume of care pro-
vided by nursing and allied health professionals is large, we still
have little or no information on the frequency with which arthritis
patients receive such services, how long they are seen, where treatment
is given, what types of treatment and ,,,;aluaLlion are e.sed, and what

results they achieve. Such data are particularly difficult to Secure for
nursing since those services are usually provided as a part of hospital
care or in conjunction with a visit to a physician's office and are not
reported separately for billing purposes.

One means of deciding what treatmentiassessment methods are most
commonly used in treating arthritis would be-to distribute a questionnaire
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to clinicial,s to determine the modalities used, the frequency of use,
the rationale for use_, and tl-ie assessment of their outcome. Where there
is good evaluation to suport use of modalities, that will be valuable
Iii itself. Where there is not good information on effectiveness,
that will point the way for needed clinical research.

To provide a focus for research in arthritis it would be useful to
hold a national conference that brought together people who are working
on instruments and meanuring tools and some of the theoretical problems
a ociated with arthritis. This could be a working session to develop
strategies, to share information on what has already been done, on re-
search instruments, and on clinical experience, to establish a uniform
worl,Jng and defia study populations. Such a eoaferuac
might also develop a model to describe the interaction of human function,
symptoms, treatment and interventions with the course of arthritis as a
basis for common agreement on education and research in the field.

As research is carried forward, a national arthritis information
bank should be -1stahlished where quanttative data on evaluation, treat-
ment, outcome and long-term followup can be stored and interpreted so
that trends in effectiveness of care may be followed in a meaningful
manner.

SUGGESTED RESEARCH FUNDING

A number of funding sources and strategies for nursing and allied
healch research related to arthritis were suggested during the course of
forum discussions.

A survey should be conducted to sock out information on various
sources of research funding available for nursing and allied health
investigators, especially in the- behavioral and social sciences in
which arthritis 'might be used as one example of the psychosocial and
other aspects of chronic disease.

o Increased funds should be made available for funding research Fellow-
ships and doctoral research in arthritis by nursing and allied health
professionals.

The National Institutes of Health should make available joint clini-
cal-research appointments for nurses and allied health professionals
at the National Institutes of Health Clinical Center.

o Multipurpose Arthritis Center directors should be encouraged to al-
locate discretionary funds to projects and fellowships for clinical
research in arthritis by nursing and allied health professionals..

Information should be collected -- perhaps by the Arthritis Clearing-
houseon various sources of Federal monies available for research that
are not tied specifically to nursing or to the allied health professions
or to arthritis. These could be research funds for behavioral science
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in which the design can he broad but use arthritis as an example. Re-

sources might include behavioral science research grants, biomedical re-
search grants, health systems research, etc.

The National Center tor Health Services Research does not fund re-
search on specific disease entities. If, however, arthritis research

is focused on long -term care issues or on problems arthritis shares with
other chronic diseases, projects may be fundable. For example, psycho-
social problems and functional measures may fall within the center's

purview. How do you deal with the chronic condition? How do you de-
liver care to people who can exist at home wih some support services?
Investigators should consider questions that need to be asked about ar-
thritis which will be genctrallzable to other disiause entities in order to
make it more likely that funds from a variety of sources will, be available.

Collaborative projects--interdisciplinary in design and interagency
in fundingshould be explored. More research and educational opportu-
nities should be made-available through a variety of channels for nurses
and allied health professionals. For example, the National institutes of
Health, aad its nursing department, exist to support biomedical research
activities rather than clinical education. In the Arthritis institute,
nurses who enter that group need to begin by learning exactly what is
transpiring with the clinical population and with the research protocols
they help to implement. A possible future role for NIH could be along
the !ilia of a joint clinical-research appointment for nurses in which they
could spend a year in clinical activities working with patients who are
involved in a particular medical research protocol, the:, in conjunction
with learning additional research methods, work specifically in nursing
research for another year or two.

Multipurpose Arthritis Center directors sliould be encouraged tc- al-:
locate discretionary funds to research training projects and fellowships
for clinical research in arthritis by nursing and allied health profes

sionals. Some specific examples of arthritis health professional research
at the Johns Hopkins University Multipurpose Arthritis ,Center cover the
following areas:

Quantitation of muscle function in rheumatic disease.

Screening populations for rheumatic disease and the urgency
of patients' needs for evaluat

3. Physical therapy referral: Who, when and why?

4. Nursing assessment of patient perceptions/expectations.

5. Psychological factors in patients with rheumatic disease: a
multidisciplinary study.

Such work should be continued and extended by broadening the scope-of
arthritis health professional research to include the total range of

the rheumatic diseases and their management. (Currently, the Arthritis
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nursing and allied health
purpose Arthritis Centers
terms, since they represent an
ing of clinical investigators
tiveness of present methods of

tries only a few specific disease-related research areas for
professionals.) The continuation of Multi-
should be supported in the strongest possible

immensely valuable resource for the train-
ad far research to determine ths affec-
nursing and dilied health arthritis care.

SEARCH ;E7

In forum discussions anu written comments, participants suggested
that the Nati,al Arthritis Advisory board consider recommending that:

Funding bt provided for practicing clinicians_ well as research-
ers to e-.411uate specific treatm,-L:nt modalities, evaluation tech-

niques, c tibenefic a' ..' -se to patients, and

Multipurpose- Arthritis CoAters should evaluate critically any in-
nov.ntive ices they employ; such-new techniques should then be
ovaluated ih . wide possible a variety of sotLings to increase
the valiaity ut *endings on their value.

Thre was no disagreement on the importance of thoroughly and care-
fully researching the efficacy of assessment techniques and treatment
modalities used with arthritis patients. It is clear that studies with
sophisticated instrumentatiou are rieded to answer the ho s and whys lie-
hind specific mechanisms as well as- to validate quantitative assessments
used clinically to show that there is a difference In the outcome of
patient performance as a result cf therapy. Multipurpose Arthritis Cen-
ters and other institutions specializing in arthritis care can conduct
important studies but should provide formats that can be taken. into
the clinic and used in the community to obtain,addicional data and to
develop clinically feasible 6ethods of measurement. Many of the advances
in clinical treatment are going to come from the practiing therapist who
is able t evaluate subtle changes in patient response because he/she
sees the day-to-day variation in patients' reactions to treatment. There
should therefore be more research support and guidance for practicing
therapists.

_

The links between research centers and clinical settings are essen-
tial to the translation of research results to the benefit of arthritis
patients. Funds should be allocated to Multipurpose Arthritis Centers
for the establishment of quantitative patient_ assessment programs which
will serve several purposes:

1. Provide more definitive description of patient characteristics
and improved assessment of outcomes of care;

increase clinical research capability in the study of movement
disorders; and

IMi;rove the capacity of patient care ne sonnel to evaluate the
validity of their services.
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Multipurpose Arthritis Centers should be encouraged to evalUate cri-
tically any innovative practices they use. The centers should cooperate
in multicenter and community studies as well, since the greater the vari-
ety .of settings and the variations on a common theme, the more worthwhile
will be the findings because they can then be duplicated in a variety of
settings.

TOPICS FOR STUDIES SUGGESTED BY FORUM PARTICIPANTS

In their written submissions and comments during the forum discus-
sions, participants suggested many topics on which research is particu-
larly needed. Topics and questions suggested by one or more participants
included the following:

Patients' perceptions of their symptoms and needs, how they meet
these needs using the resources available to them and how satis-
fied patients are with the services they receive.

Whether too much patient education adversely alters the patient's
expectations of future treatment and if so, what this means in
terms of the course of the disease.

What effect the multidisciplinary approach to patient care has
on status, disease activity, social adjustment, and general
satisfaction with care. Does the "team" make a difference?

The efficacy of frequently used modalities for prevention of
joint damage and deformity, e.g.,

- splinting
exercise for prevention of deformiy
use of joint protection and energy conservation techniques

- use of adaptive equipment.

5. Whether the techniques of joint protection and energy conserva-
tion now being taught to patients are logical when they are
subjected to thorough biomechanical evaluation.

6. The effectiveness of physical agents, splinting, and other modal-
ities in managing pain and which modalities are most effective
with which type of problem. This should be research which does
not judge pain as real or imaginary but which focuses instead on
changes in functional performance.

7. The prevalence and economic impact of arthritis in specific
communities.

The degree to which SUPDA's _'s and PSRO's include arthritis
and other disabling chronic dire rders in their plans.
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Whether early detection, referral, treatment, and followup of
'employees and their families through an occupational health
program prevents and/or retards the progress of arthritis to
such a degree that ..nsurance providers would be willing to offer
a reduced-premium to employers who provide such a program for
their employees.

10. The efficacy of modifications in work.,. patterns and equipment
based on human factors enginee-ring in preventing degenerative
joint disease from repetitious trauma.

How the effects and t.ffiCacy of therapeutic exercise programs
for arthritic patients vary with:

- differences in the age of the patient
- differences in joint loading (i.e., weightbearing
nonweightbearing)

- use of high velocity, low torque loading exercise
adaptation of activity patterns.

VS.

12. What clinical tools are available for assessment of pain relief
and how valid, reliable, and practical are they when used in
the average clinical situation?

13. What role does motor behavior play in the individual response
to pain?

14. What role does the central nervous system exert on the response
of the joint-muscle:complex to injury?

15. What is the effect on joints of faulty biomechanical alignment
resulting from changes in muscle strength and from reduced physi-
cal activity?

16. What is the nature of progressive changes in muscular strength
resulting from the primary muscle involvement, compensatory
changes in posture, and reduced activity associated with
arthritis?

17. What are the short- and long -range effects of drugs commonly
used in treatment of arthritis on joint stif fness and muscle
strength?

18. How should treatment priorities, methods of patient instruction,
and treatment setting be varied to respond to differing needs
rnd resources of particular socioeconomic and ethnic groups?

What is the relationship between physical impairment and handi-
c,ap i.n oc-upati.onhl, domestic, recreational, and social activi-
ties and do interlentions such as joint replacement produce the
same degree of improvement in handicap as they do in physical
impairment?



20. What factors are associated with patient/family compliance
with recommended regimens for control of chronic disorders
such as arthritis?

21. The cost effectiveness of different care delivery methods/
settings including evaluation of strategies for facilitating
self-care, home-care, and team care.

22. What coping strategies arthritis patients use, how effective
they are in preventing, avoiding, or controlling the emotional
distress associated with arthritis, and how these strategies
change as the disease progresses.

23. What are the principal environmental barriers to-patient inde-
pendence in hospitals, health care agencies, and homes?

24. What are the most common folklore and quack practices related
to arthritis and which strategies are most effective with dif-
ferent age groups in changing their questionable health beliefs
and practices?

What are the effects of chronic illness (e.g., pain and deform-
ity) on the meaning and purpose of life, for example, the effect
of isolation due to arthritic deformities and barriers to travel
and transportation? Predictive rather than retrospective
studies are critical.

26. What is the impact of outreach and continuing education programs
on the nature and quality of services provided by nurses, occupa-
tional and physical therapists?

27. how do providers of services deal with their own feelings and
attitudes toward arthritics/arthritis and other chronic diseases?

28. How can the specialized, often costly, measurement techniques
used in the research laboratory be translated into low cost,
simple measures for use in day-to-day patient care?

29. The relationship between the ability to maintain independence in
daily living activities and life satisfaction.

30. How persons with arthritis experience their own symptoms, for
example, what is the relative importance of such symptoms and
consequences of their illness as deformity, pain, boredom, re-
stricted mobility, sensory and social isolation, and the need
to make changes in lifestyle?

31. How the patient's and family's expectations influence their com
pliance with recommended regimens.

How psychosccial factors influence the manifestation of hri
tis and patients' responses to treatment.
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APPENDIX A

BIBLIOGRAPHIES



Presenters and other forum participants provided references
and bibliographies with their papers and written comments on forum
topics. Although the papers could not be reproduced, it was felt
that these bibliographies were of potential use, and they are there-
fore ineludedwith this summary of the forum proceedings.
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From Patient Education Department, Holy Family Hospital, New
Richmond, WI 54017

* McKenzie
Henni LM

NaCill M"
ART!:RITIS LEANING NOTEBOOK

ssissippi Methodist Rehabilitation Center, Jackson,
F...oject was funded in part by Mississippi Regional Pr,
From Mississippi Methodist Hospital and Rehabilita:
Inc., 1350 E. Woodrow Wilson Drive, P.O. Box 487E
Jackson-, MS- 39216 $1-5

67pp

Stati

Narrow
PATIENT TEACHING. IN NURSING PRACTICE, A PATIENT AND FAMILY-CEN-

TERED APPROACH
John Wiley and Sons, Inc. New York, 1979, 219pp
From John Wiley and Sons, Inc., 605 Third Ave., New York, NY

10016 ISBN 0-471-04035-5
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St. Margaret Memorial Hospital
PATIENT EDUCATION PROGRAM FOR EARLY RHEUMATOID ARTHRITIS PATIENT
Sr. Margaret Memorial. Hospital, Pittsburgh, 1978, 53pp
From Dept. of Comprehensive Medicine and Rehabilitation, St. Mat
garet Memorial Hospital, 265 46th St., Pittsburgh, PA 15201

*Wallace R
Heiss MI
Bautch JC
STAFF MANUAL FOR TEACHING PATIENTS ABOUT RHEUMATOID ARTHRITIS
Amorican hospaal Association, Chicago, 1979, 458 pp
Funded in part by BHE/CDC/DHEW Contract 200-7590542
From American Hospital Association, paid orders - PO tBox 9( 03,
Chicago, IL 60693; billed orders - Attn: Order Processing
Department, 840 North Lake Shore Drive, Chicago, IL 60611

11-1A catalog fi1320, AHA members $31.80 Nonmembers $39.75

ske KR
THERAPEUTIC PROGRAM FOR THE PATIENT WITH ARTHRITIS
Mason Clinic, Seattle, 1975, 54 pp
From Gayle Green Smith, QTR, Occupational Therapy Depart
The Mason Clinic, 1100 Ninth Avenue, Seattle, WA 98101 $5.00

Make check payable to The Mason Clinic

78



C. Patient Care Management

* Barber JM
St okes LC

Billings DM

ADULT AND CHILD CARE, A CLIENT APPROACH TO NURSING, 2d ed
CV Mosby Co, St. Louis, 1977, 1036p
See Chap 14, Need for Activity and Rest, p447-53
From CV Mosby Co, 11830 Westline Industrial Dr, St. LouiJ, MO
63141 ISB 0-8016-0444-3

* Brattstrom M

PRINCIPLES OF JOINT PROTECTION IN CHRONIC RHEUMATIC DISEASE.
Yearbook Medical Publishers, Inc., Chicago, 1973, lllpp
From Yearbook Medical Publishers, Inc., 35 E. Wacker Drive,
Chiea(;o, IL 60606 ISBN 0-8151-1190-8 $7.95

Bruck L

ACCESS, THE GUIDE TO A BETTER LIFE FOR DISABLED AMERICANS
David Obst Books/Random House, New York, 1978, 251pp
From Random House, Inc., 400 Hahn Rd., Westminster, MD 21.157

IS7,N 0-394-73445-6 paper $5.95

* BrundeT LS
Suddarth DS

TEXTBOOK OF MEDICAL-,SURGICAL NURSING, 4th ed
JB Lippincott Co, Philadelphia, 1980, 1500p
See Chap 59, Management of Patients with Musculoskeletal Disor-
ders, p1321-52
FromJB Lippincott Co E Washington St, Philadelphia, PA 19105
ISBN 0-397-54161-9

Cailliet R
SOFT TISS E PAIN AND DISABILITY
F.A. Davi Company, Philadelphi 1977, 313pp
From F.A. Davis Company, 1915 Arch St., Philadelphia, PA 19103
87.95

Cailliet R
HAND PATN AND T!,17 T NT

F.A. -Iadelphia, 1975, 170pp
F; F. 1915 Arch St., Philadelphia, PA 19103
$5-

Cailliet R
SHOULDER PAIN
F.A. Davis company, Philadelphia, 1966, 115pp
From F.A. Davis Company, 1915 Arch St., Philadelph
$5.50
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Cailliet R
NECK AND ARM PAIN
F.A. Davis Company, Philadelpha, 1964, 112pp
From F.A. Davis Company, 1915 Arch St., Philadelphi
$5.50

Cailliet R
KNEE PAIN AND DISkR LITL
F.A. Davis Company, Philadelphia, 1973, 149pp
From F.A. Davis Company, 1915 Arcl St., Philadelphia,
$5,50

Cal] 1-- K
FOOT AND ANKLE PAIN

Davis Company,
Fr, F.A. Davis Comp
$5.50

_ladolphia, 1968, I48pp
1915 Arch Sc., Philadelphia,

19103

Cailliet R
LOW BACK PAIN SYNDROME
F.A. Davis Company, Philadelphia, 1966, 134p_
From F.A. Davis Company, 1915 Arch St., Philadelphia, PA 19103
$5.50

Cailliet R
SCOLIOSIS, DIAGNOSIS AND MANAGEMENT
F.A. Davis Company, Philadelphia, 1975, 121 pp
From F.A. Davis company, 1915 Arch St., Philadelphia, PA 19103
ISBN 0-,8036-1640-6 $8.95

Comfort _

SEXUAL CONSEQUENCES OF DISABILITY
Gerge F Stickley -Co, Philadelphia, 1978
See Chap 6, Sexual Problems of the Arthritic, p61-83; Chap 7,
Sexual Adjustment for Arthritic Patients, p85-8
From George F Stickley Co, 210 West Washington Sq, ladelphia,
PA 19106

*Daniels SM
Chipouras S
Cornelius DA, RI as E
WHO CARES? E. HANDBOOK ON SEX EDUCATION AND COUNSELING 'TCES

FOR DISABLED PEOPLE
George Washington University, Six and Disability Project, Wash-
ington, DC, 1979, 234p
This handbook was prepared with support of DREW Grant No 12-
59000/3-01 and the School of Education and Human Development,
George Washington University
From Sex and Disability Project, 1828 L St, NW, Suite 704, Wa
ington, DC 20036 (202) 676-6377 $10.00



*Donahoo CA
Dimon JH

ORTHOPEDIC NURSING
Little, Brown and Co, Boston, 1977, 256p
See Unit 3, Common Disease Processes and C
From Little, Brown and Co, 34 Beacon St, B
0-316-18940-5

p93-148
02106 ISBN

Ehrlich GE

REHABILITATION MANAGEMENT OF RHEUMATIC CONDITIONS
Williams and Wilkins, Baltimore, 1980
From Williams and Wilkins Co, 428 F Preston St, Baltim'r,
21202

Godensun RM
Dunham JR
Dunham CS

Di$'3ILITY AND REHATITTATION HANDBOOK
McGraw-Hill Book Company, New York, 1978 346 pp
From McGraw-Hill Book Company, 1221 Avenue of the Americas,
New York, NY 10020 $24.50

Haynes RB
Taylor DW
Sackett DL
COMPLIANCE IN HEALTH CARE
Johns Hopkins University Press, Baltimore, 1979, 516p
From Johns Hopkins University Press, Charles and 34th St, Balti-
more, MD 21218 ISBN 0-8018-2162-2 $25.00

*Larson CB
Gould M

ORTHOPEDIC NURSING, 9th ed
CV Mosby Co, St. Louis; 1978, 496p
See Unit 4, Orthopedic Nursing in Affections of the Musculoskele-
tal System, p232-358; Unit 5, Orthopedic Surgical Nursing, p367-
421

From CV Mosby Co, 11830 Westline Industrial Dr, St. Louis, MO
63141 ISBN 0-8016-2866-0

Mason MA
BASIC MEDICAL-GICAL
Macmillan, Inc, New York, 1978
From Macmillan, Inc, 866 Third Ave, New York, NY 10022 ISBN

0-0237-6950-5

* Melvin JL

RHEUMATIC DISEASE, OCCUPATIONAL THERAPY AND REHABILITATION
F.A. Davis Company, Philadelphia, 1977, 254pp
From F.A. Davis Company, Igt; -,179.delphia, A 19103
$13.95



*Moidel HC
Giblin EC
Wagner BM
NURSING CARE OF THE PATIENT WITH MEDICAL-SURGICAL DISORDERS,
2d ed

McGraw-Hill Book Co, New York, 1976
From McGraw-Hill Book Co, 1221 Avenue of _e Americas, New York,
NY 10020 ISBN 0-0704-2655-4

*Phipps WJ
Long BC
Woods NF
MEDICAL-SURGICAL NURSING, CONCEPTS AND CLINICAL PRACTICE
CV Mosby Co, St. Louis, 1979, 1634p
See Chap 40, Musculoskeletal System Assessment, p809ff -32 Chap 42,

Musculoskeletal Problems, p875-912
From CV Mosby Co, 11830 Westline Industrial Dr, St. Louis, MO
63141 ISBN 0-8016-3932-8

*Shafer KN, et al.
SHAFER'S MEDICAL-SURGICAL NURSING, 7th ed
CV Mosby Co, St. Louis, 1980, 991p
See Chap 30, The Patient with Musculoskeletal Injuries and Disorders, p746-85
From CV Mosby Co, 11830 Westline Industrial Dr, Louis, MO 63141

ISBN 0-8016-3934-4

Shestack R
CONDITIONS COMMONLY TREATED BY PHYSICAL THERAPY, MUSCULOSKELETfl
DISORDEFS
IN: Shestsck R, Handbook Of Plycical Therapy, Y. Springs.
Publishing Co, New York, 1977, Chapter 17, p94-1C7
From Springer Publishing Co, Inc, 200 Park Ave, South, New York,
NY 10003 18i* 0-82614)1-719 cloth edition $12.50 ISBN 0 8261-
0174-7 paper-edition $7.50

Sorensen
Luckmann J
BASIC NURSING, A PSYCHOPlUSIOLOCIL AP
WB Saunders Co, Philadelphia, 1979, 1311p
See Chap 44, Caring for Persons Ptquiring Applications of Heat

and Cold, p1145-72
From WB Saunders Co, West Washington Sq, Philadelphia, PA 19105

ISBN 0-7216-8498=x

Strauss AL
Glaser BG
CHRONIC ILLNESS AND THE QUALITY 07 LIFE

CV Mosby Co, St., Louis, 19iJ
See Chap 9, Weiner, CL, The Burden of Rheumatoid Arthritis
From CV Mosby Co, 11830 Westline Industrial Dr, St. Louis-, MO
63141,
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Stryker P

REHABILITATIVE ASPECTS OF ACUTE AND CHRONIC NURSING CARE, 2d ed
WE Saunders Co, Philadelphia, 1977, 272p
From WE Saunders Co, West Washington Sq, Philadelphia, PA 19105
ISBN 0-7216-8637-0

* Swezey RL

ARTHRITIS, RATIONAL THERAPY AND REHABILITATION
W.E. Saunders Company, Philadelphia, 1978, 242pp
From W.B. Saunders Company, West Washington Square, Philadelphia,
PA 19105 515.00

Travis G
JUVENILE RHEUMATOID ARTHRITIS
IN: G Travis, Chronic Illness in Children Its Impact on Child
and Family. Stanford University Press, Stanford, 1976, Chapter
12, pp320-42

From Stanford University Press, Stanford, CA 94305

Trombly CA
Scott AD
OCCUPATIONAL THERAPY FOR PHYSICAL DYSFUNCTION
Williams & Wilkins Co, Baltimore, 1977
From Williams & Wilkins Co, 428 E Preston St, 7- ''time-
21202

Waechter EH
Blake FG
RHEUMATIC DISEASES; CO1J-7NVA!' 'AR T
IN: Waechter "!! pnd ing Aldren, 9th ed.
JB Chaptr 2,. p.7_16r20

From JB Lippincott Co, East Washington Sq, Philadelphia, PA 19105
ISBN 039754160-0 $17.-95

Watkins RA
Robinson D
JOINT PRESERVATION TECHNIQUES FOR PATIENTS W11-1 RHEUMATOID
ARTHRITIS

Rehabilitation Institute of Chic. , Ch -ego, 1974, 51pp

From Research Dis5emination Department, habilitation Institute
Of Chi -a, 345E Superior Thicage, IL 1 $2.50

Wilson Jr. CH
EXERCISE FOR ARTHRITIS ,

IN Baamajian JV, Therapeutic Exercise. Williams and Wilkins Co,
BaltiMore, 1978, Chapter 23, p514-30
From Williams and Wilkins Co, 428 E Preston St, Baltimore,
21202 ISBN 07683-00433-6



D. Journals

American Journal of Hospital Pharmacy

American Journal of MediCine

American Journal of Nursing

American Jourral of Occupational Therapy

American Journal of Public Elalth

Annals of the Rheumatic Diseases

Archives of Physical Medicine and Rehabilitation

Arthritis and Rheumatism

Arthritis Foundation, Allied Health Irnfessions Section NewsiPt

British Medical Journal

Bulletin on-the Rheumati Diseases

Clinical Orthopedics and T:elated Research

Clinics in Rheumatic Diseases

Geriatrics

Hospital Practice

Hose'

Jo!;: .)t the Amer. can Medical Association

Journo, of Chronic Diseases

JouT-lal of Rheumatology

Medical C==:.

Nursing

Nursing Mirror

Nursing Times

New England Journal of Medicine

Orthopedic Clinics of North America

Patient Care

PeLdcric

Postgraduate Medicine
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Public Health Reports

Rehabilitation

Rehabilitation Literature

Rheumatology & Rehabilitation

Rheumatology News

Scandinavian Journal of Rheumatology

SemInars in Arthritis and Rheumatism

So -1 Science and Medicine

or



TITLE IliDEX

ACCESS, THE GUIDE TO A BETTER LIFE FOR DISABLED AK:RICANS
ADHERING TO MEDICAL REGIMENS, PILOT EXPERIMENTS IN PATIENT

EDUCATION AND SOCIAL SUPPORT
ADULT AND CHILD CARE, A CLIENT APPROACH TO NURSING
ARTHRITIS AND ALLIED CONDITIONS
ARTHRITIS BOOK, A GUIDE FOR PATIENTS AND THEIR FAMILIES
ARTHRITIS LEARNING NOTEBOOK
AidHRITIS PATIENT EDUCATION HOW-TO GUIDE
ARTHRITIS SELF-HELP WORKSHOP PROGRAM
ARTIERITIS, A COMPREHENSIVE GUIDE
ARTHRITIS, DISEASES AND TREATMENT
ARTHRITIS, RATIONAL THERAPY AND REHABILITATI--
BASIC MEDICAL - SURGICAL, NURSING

BASIC NURSING, A PSYCFOPHYSIOLOGIC APPROACH
CHRONIC ILLNESS AND THE QUalTY OF
CLINICAL RHEUMATCLOC

CLINICAL aIDE COLLECTION ON fHE RHEUMATIC DISEASES, SYLLABUS
COMPLIANCE IN HEALTH CARE
CONDITIONS COMMONLY TREATED BY PHYSICAL MERAPY,

MUSCULOSKELETAL DISORDERS
DISABILlrY AND REHAHILITATION HANDBOOK
EXERCISE FOR ARTHRITIS
FOOT AND ANKLE PAIN
HAND PAIN AND IMPAIRMENT

INTERDISCIPLINARY EDUCATIONAL PROGRAM FOR PATIENTS WITH
RHEUMATIC DISEASES, A GUIDE FOP PROFESSIONAL STAFF

JOINT PRESERVATION TECHNIQUES FOR PATIENTS WITH RHEUMATOID
ARTHRITIS

JUVENILE RHEUMATOID ARTHRITIS
KNEE PAI AND DISABILITY
LOW BACK PAIN SYNDROME
LUMBAR SPINE AND BACK PAIN
MAKING HEALTH EDUCATION WORK
MANAGEI?ENT OF RHEUMATOID ARTHRITIS AND ITS COMPLICATIONS
MEDIA HANDBOOK, A GUIDE TO SELECTING, PRODUCING, AND USING

MEDIA FOR PATIENT EDUCATION PROGRAMS

MEDICAL-SURGICAL NURSING, CONCEPTS AND CLINICAL PRACTICE
MEDICATION TEACHING MANUAL, A GUIDE FOR PATIENT COUNSELING
MUSCULOSEELETAL DISORDERS, THEIR FREQUENCY OF OCCURRENCE AND

THEIR IMPACT ON THE POPULATION OF THE U.S.
NECK AND ARM PAIN

NURSING CARE OF THE PATIENT WITH MEDICAL-SURGICAL DIS!REERS
OCCUPATIONAL THERAPY FOR PHYSICAL DYSFUNCTION

.

ORTHOPEDIC NURSING
ORTHOPEDIC NURSING

PATIENT EDUCATION PROGRAM FOR EARLY RHEUMATOID ARTHRITIS
PATIENTS

PATIENT TEACHING IN NURSING PRACTICE, A PATIENT AND
FAMILY-CENTERED APPROACH
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TITLE INDEX (continued)

PRACTICAL MANAGEMENT OF TEE ELDERLY
PRIMER ON TH7 RHEUMATIC DISEASES
PRINCIPLES OF JOINT PROTECTION IN CHRONIC RHEUMATIC DISEASE
REHABILITATION MANAGEMENT OF RHEUMATIC CONDITIONS
REHABILITATIVE ASPECTS OF ACUTE AND CHRONIC NURSING CARE
RHEUMATIC DISEASE, OCCUPATIONAL THERAPY AND REHABILITATION
RHEUMATIC DISEASE, COLLAGEN-VASCULAR DISEASES
RHEUMATIC DISEASES, DIAGNOSIS AND MANAGEMENT
RHEUMATISM IN POPULATIONS
SCOLIOSIS, DIAGNOSIS AND MANAGEMENT
SELECTED ORTHOPEDIC DISABILITIES, A PROGRAMMED TEXT FOR

ALLIED HEALTH SERVICE TRAINEES
SELF-ASSESSMENT OF CURRENT KNOWLEDGE IN RHEUMATOLOGY
SEXUAL CONSEQUENCES OF DISABILITY
SHAFMS MEDICAL-SURGICAL NURSING
SHOULDER PAIN
SOFT TISSUE PAIN AND DISABILITY
STAFF MANUAL FOR TEACHING PATIENTS ABOUT RHEUMATOID

ARTHRITIS
TEACHING PATIENTS, A PRACTICAL. HANDBOOK FOR THE HEALTH

CARE PROFESSIONAL
,TEXTBOOK bi MEDICAL-SURGICAL NURSING
THERAPEUTIC PROGRAM FOR THE PATIENT WITH ARTHRITIS
TOTAL MANAGEMENT OF THE ARTHRITIC PATIENT
WHO CARES? A HANDBOOK ON SEX EDUCATION AND COUNSELING

SERVICES FOR DISABLED PEOPLE.
WORKBOOK FOR CONSUMERS WITH RHEUMATOID ARTHRITIS
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Federally Legislated Support for Advanced Training of
Nurses and Allied Health Professionals

INTRODUCTION

This report describes a total of 51 sources of Federal funding.
Thirty one programs providing student support for advanced braining are
identified: four of these programs are uniquely for nurses and three are
uniquely for allied health professionals. The remaining 20 programs
provide monies for educational prograa support. Excluding the Arthritis,
Bone and Skin Diseases Research Training=Program (National Research Service
Awards listed in Table 1) and tne Multipurpose Arthritis Centers' training
efforts, no sources of Federal training monies for rheumatology as a spe-
cialty have been identified.

Information is provided on advanced training support for nurses,
health educators, medical social workers, nutritionists and dietitians,
occupational therapists, pharmacists, physical therapists, and vocational,:
and rehabilitation counselors. For the purposes of this report, advanced
training is defined as post-entry level training, meaning any education
beyond that required for an individual to begin practicing a particular
health profession. Professional groups vary widely in definitions of
"entry levels," and requirements are in a state of flux. Generally, at
least a baccalaureate degree is required. When a Federal program is
listed for which registered nurses without the baccalaureate are eligible,
this information is noted.

The data are presented in four tables,'grouped by Federal agency.
The first three tables list funding for which nurses and/or allied health
professionals are eligible. Table 4 presents funding available to institu-
tions'of higher' education and other organizations for purposes of develop-
ing and implementing advanced training seminars, institutes, or graduate
and post-graduate educational programs.

Federal funding priorities in health care are being reexamined, and
some of the programs listed might have expired by the time the rwort is
printed. Opinions vary as to the need for funding for more entry-level
nurses and allied health professionals in contrast to the need for support
of advanced training of those already in the health field. The President's
1981 Budget recommends sharp cuts in funding for allied health and nursing
projects, with remaining funds supporting advanced training to nurses.
Upcoming appropriations decisions will reveal future.trends for such
funding'.

NOTE: This appendix represents an abbreviated version of a report compiled
by the Arthritis Information Clearinghouse. To receive the complete
report, which contains further information about each Federal fund-
ing program presented in this appendix, contact the Clearinghouse
at:

Arthritis Information Cl-aringhouse
P.O. Box 34427

Bethesda, MD 20034
301/881-9411

88 1 ti s
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TABLE 1. FEDERAL FUNDING FOR NURSES AND ALLIED HEALTH PROFESSION

Name of Program
iLegislatiVe Auther
Oh active

FELLOWSHIPS

y

Graduate and Professional
Opportunities (Higher Education
Act of 1465. Part B only;
expires 9/30/81)
Fellowships to support full
time graduate and professional
training of minority groups
and women

Indian Education - Fellowshi s for
Indian Students (FL 91-31 ;

expirad-9740/84)
To support American Indians in
study for careers in medicine,
law, engineering, and related.
fields

RANTS

Vocational Education - Graduate
Leadarshi Develo merit Pro =ram
PL exp r
To support leadership, policy-
making education for vocational
educators

Secial P the A =in

XP
TO attract and train persons fo
the field of aging

National Research Service Awa a

R A en Flea t NR Ac or
RosearOh Training qA-PL 93-30
-PLn2; expires 9/30/81)
To support research training
in mental health

NIH National Research Service Awards
(NRSA) (PL 78-410, PL, 95-622;
expires 9/30/81)

Notes There are 4 typed of NRSAs and
each of the NIH programs listed be-
low may award any of the 4 types.
1. Institutional NRSA, Long-Term;
2, Individual NRSA; 3. Senior Fel-
lows NRSA; 4. Institutional NRSA,
Short-Term

nc

DREW/OE/Bureau
of Higher and Con-.
tinuing Education/
Division of Training
and Facilities

DHEW/OE/Office
of Indian Education

DHEW/OE/Bureau of
Occupational and Adult
Education/Division of
Research and Demonstra-
tion/Personnel Develop-,
ment Branch

DHEW/Office of
Human Development
SerViCes/Adminiatra-
tion on Aging

DHEW/PHS/
ADAMHA/NIMH/
Division of
Manpower and
Training Pro-
grams

89

S

-Prerequisites
-Type of Training
-Award Conferred

-Baccalaureate
-Clinical, teaching,
administration
-Masters or doctorate

-American Indian support only;
baccalaureate required
-Clinical, administration,
teaching, research

-Masters, doctorate, posit-
doctorate

-Baccalaureate plus two years
vocational education, related
social research, or industrial
or military training; orcur-
rent or expected employment
in vocational education

-Administration, teaching
-Non-degree, Masters, or
doctorate

- Must be on staff of state aging
agency for in-service training;
baccalaureate for graduate
training

- Clinical, research
-Non-degree in-service training
for state agency staff; Masters
or doctorate for Ither trainees

-Baccalaureate
- Research
-Doctorate or postdoctorate
in specified mental' health
related areas including
aging and child mental
health



TABLE 1. FEDERAL FUNDING FOR NURSES AND ALLIED HEALTH PROFESSIONALS

Name of Program
(LigislatIve Authority)
Objective

GRANTS (continued)

Institutional NRSA, Long-Term

Objective* to support research
training or broaden scientific
background for persons train-
ing- in biomedical or behavioral
research

Aging Research

Arthritis, Bone, and Skin Die-
eases Researc

Diabetee, Endocrinology and
Metabolism Research

Digestive Diseases and Nutr

Immunolog , Allergic and Im®
mUnITCric Research

Agency

-Prerequisites
-Type of Training
-AwArd Conferred

DHEW/NIH/National
Institute on Aging
(NIA)

DHEW/NIH/National In-
etitute of Arthritis,
Metabolism, and Diges-
tive Diseases (NIAMDD)

DHEW /NIH /NIAMDD

DM64/NIK/NIAMDD

DHEW /NIH /National
Institute of Allergy
and Infectious Dis-
eases (NIAID)

Microbiology,. and Infectious DHEW/NIH/NIAID
Diseases Research

Research for Mothers and
ChI ran

Cellular and Molecular Basis
o-5171iiiiss

Pharmacology-ToxiO4Ogyile-
searEh-

2. Individual NRSA

Objectives to support training
to broaden research clinicians'
scientific bnackground or expand
their potential for research

Same programs as listed under

r.HEW/NIH/National
Institute of Child
Health and Human De-
velopment (NICHD)

DREW /N_ /National
InetitUts of General
Medical Sciences
(NIGH )

DHEW/NIH/N

90

-Baccalaureate
-Research
-DOctorate or postdoctorate

- Doctorate
-Research
-PostdoCtorate



TABLE 1. FEDERAL FUNDING FOR NURSES AND ALLIED HE

Name of Program
Ir7ags.r.rthor

Ob Active
y

A en

LTH PROFESSIONALS

GRANTS (continued)

3. Senior Fellows NSRA

Objective: to support
training for experienced
research scientiate to
change or broaden the
direction of their research
careers

rams as listed under

4. Institutional NRSA, Short-Term

Objective: to ameliorate future
shortage of clinical investiga-
tors by supporting research
training experience up to 3
months in length

Same programs as listed under

Access -0 Research Car
Fa_u pL
P_ exp e_
To support advanced research training
for faculty from schools with sub-
stantial minority enrollment

LOANS

National D_iract Student Loans
- 9, PL, 31 , PL 9

expires 9/30/80, amendments
pending)
Establish funds at,institutions
for needy undergraduate, and
graduate students

-4821

Guaranteed Student Loans
an o ow ngt

expires 9/30/81, amendments
pending)
To authorize low interest
deferred loans for educational
expense",

SCHOLARSHIPS

National Health Service Cor e
ffEWEEWFIET7 P-- PL 94;
expires
To ensure supply of professionals
for service in health manpower
shortage areas

DHEW/NIH/National
Institute of General
Medical Sciences

DHEW/OE/BSFA/
Division of Policy
and Program Develop-
ment/Campus-Based
Grant Branch

DNEW/OE/BSFA/
Division of Sys-
tems Design and
Development/Guar-,
anteed Student'
Loan Branch

DHEW/PHS/HRA/
BHM/DMTS/National
Health Service
Corps Scholar-
ship Prograr

-Prerequisites
-type of Training
-Award Conferred

-Doctorate plus at least 7
years experience
-Research
- postdoctdrate

-Must have a baccalaureate
or its equivalent or be
in the fifth year of pro-
fessional training; and must
be enrolled in accredited
school of medicine, osteopathy
dentistry, veterinary medicine
optometry, pharmacy, or
podiatry
-Research
-Non-degree

-Baccalaureate (the usual
individual NIH/NRSA require-

A. of a doctorate is waived)
- Research
- Doctorate or postdoctorate

-Undergraduate or graduate
student must prove financial
need and ability to maintain
good standing
-Teaching, clinical
-Masters or doctorate

-No education requirements from
Office of Education; student
must meet requirements of in-
dividual schools
-Undergraduate, graduate, and
vocational
- Diploma, non-degree, baccalau-
reate, Masters, or doctorate

- Baccalaureate in discipline
acceptable for entry
into graduate nursing and
public health nutrition
programs; scholarships
offered in various discip-
lines, according to changing
manpower shortage indications
- Clinical
-Masters in nursing or other
ta:geted discipline



TABLE 1. FEDERAL FUNDING

Name of Program
(Legislative Authority)
Objective

CHOLARSHIPS (continued)

Health Professions Scholarsh
Program or Indiatili(PL 9
continuing 1 year authorization,
applying 2/80 for poet FY 80
funding)
Scholarship grants to American
Indians and others for healtt
profession education

RAINEESHIPS

Rehabilitation Services Administra-
tion"Programs (PI, 93 -112, PL 94-230,
PL 95-602; expires 9/30/82)

1. Long-Term Training Grants
_

To support bets c or alvanced pro-
fessional training in rehabilita-
tion

2. Ex erimental and Innovative
a ei nq Pro ects

To support evelopment of new types
of rehabilitation manpower and new
training techniques
State Vocational Rehab:_
Amy In -Serv_ cc Tra n nq

ecte.
To expand and improve state rehabili-
tation services by supporting train-
ing of state agency staff

4. Rehabilitation Cont nu n Educa-
on Pr0grams

To support training for both new
and experienced staff at state
and Closely related private
rehabilitation agencies

5. Short -Term Train n Pro acts of
Nationa_ or Reg ona_ Scope
To support- special. seminars, in-
stitutes, workshops, etc. that
train rehabilitation personnel
in techniques of service delivery

Traineeshi a for Students in Other
Gre uate Programs-TTL 94-484: ex-
FaTes-/10/0)
To support students,in graduate
accredited health administration
programs

Trainecohi in Schools
3TTTO Hea_ n 0_ er Gra uate
T715MFqoTTEITPF3aR7rVE79TT
exiilies 913D/80)
Traineeships for students in graduate
education

OR NURSES AND ALLIED HEALTH PROFESSIONALS

A erg...la__

DHEW/PHS/HSA/
Indian Health
Service

DHEW /OHDA/ RSA/
Division of Man-
power Development
(Same as above for
all five programs)

DHEW/PHS/HRA/BHM/
Division of Asso-
ciated- Health Pro-
fessions/Education
Development Branch

DHEW/PHS/HRA/BHM/
Division of Asso-
ciated Health Pro-
fessions/Education
Development Branch

92 112

-Prerequisites
-Type of Training
-Award Conferred

-American Indian students
receive priority selection;
baccalaureate required
-Clinical
-Masters or doctorate in
nursing; Masters or dOc-
torate in dietetics or
nutrition, pharmaOy.phy-
sical therapy, public
health, social work

-1. Baccalaureate
3. Must be state vocational

rehabilitation agency per-
sonnel

2 4.,5. Information not avail-
able

-1 2.,3..4.,5. Clinical, teach-
ing, administration, super-
vision

-1. Masters or doctorate in re-
' habilitation nursing, coun-

seling, or social work: or
in physical therapy, occupa-
tional therapy

2.,3. Non-degree, Madters, or
doctorate

4.,5. Non-degree

-Baccalaureate
-Administration
-Masters or doctorate in health
or hospital administration or
health policy analysis and
planning

-Baccalaureate
-Administration
-Masters or doctorate in bio-
statistici or epidemiology;
health administration or health
planning; environmental or
occupational ht-alth; dietetics
or nutrition; maternal and child
health



TABLE 1. FEDERAL FUNDING FOR NURSES AND ALLIED HEALTH PROFESSIONALS

Name PILJnEla
Authority

objective

TRAINEESHIPS (continued)

Maternal and Child Health Trainin
c a Secur ty Act, T t e V, an

PL 89-97 as amended; continuing)
To provide health care and serv-
ices to mothers and children, par-
ticularly mentally retarded and
multiply handicapped children

WORK STUDY

9211ege Work Stud- Pro-ram
[FL89-32T, PL 92-31 , PL 94-482
PL 95-566; expires 9/30/83)
Part-time employment of students
with great financial need

-Prerequisites
-Type of Training

A eno- -Award

DHEW/HSA/BCHS/
Office for
Maternal and
Child Health/
Research and
Training Services
Branch

DHEW/OE/BSFA/Divi-
sion of Policy and
Program Development/
Campus-Based Grant
Branch

93

-For Masters and higher;
baccalaureate in nursing,
nutrition, occupational
therapy, physical therapy,
social work; baccalaureate in
another discipline acceptable
in rare cases. For non-degree
training: no educational or
iitsoiplinary requirements ( *RNs
without baccalaureate would
qualify)
-Clinical, teaching, adminis-
tration
-Non-degree workshops, Masters,
-doctorate, or postdoctorate in
all of above specialities plus
public, health

-Financial need must be estab-
lished

-Undergraduate, graduate, and
vocational
-Non-degree, Masters, or
doctorate



TABLE 2. FEDERAL FUNDING FOR NURSES

Name_of Progsam
(Legfilative Autho
Ob (active

GRANTS

2F11NtIrlYItarnnet appl cable
To provide for advanced nursing
training

Occupational Safety and
Health Training Grants
1:1775-7410-11, 91-58E;
continuing)
To develop personnel trained
in occupational medicinC
occupational health nursing,
industrial hygiene and safety

a ional Research Service Awards

n _u- on-_ Awar
expires 900/4I1
To prepare nurses for research
and graduate faculty roles

TRAINEESHIP

Nurse Practitioner Traineesh_
FL 96 -'6; exp es 9 30 80

To educate registered nurses who
will be qualified to provide pri-
mary health care

Agency

-Prerequisites
-Type of Training
- Award Conferred

Dept. of the Army/
Army Nurse Corps
Career Activities
Office

DHEW/PHS/Center
for Disease Con-
trol/National In-
stitute for Occu-
pational Safety and
Health

NRSA) DHEW/PHS/HRA/
BHM/Division of
Nursing /Research
Training Section

Professional Nurse Traineeships
(PL 46=76; expires 9/30/80)
To prepare registered nurses for
positions requiring advanced training

DHEW /PHS /BRA /HHM/
Division of Nursing

DHEW /PHS /HRA /HHM/
Division of Nursing

94

- Must be active duty Army N ae
Corps officer

- Administration, clinical
-Masters in nursing

-Information not available
- Clinical, teaching
-Non-degree. Masters,
doctorate

-Doctorate for it d-
ual NRSA; baccal pate
and/or Masters in nursing
for institutional NRSA

-Research, teaching
-Masters or doctorate

-Baccalaureate
Applicants must come from
health manpower shortage
area and enter a commitment
to practice ao a nurse prac-
titioner in a:health manpower
shortage area-
-Clinical
-Masters-in university programs;
non-degree continuing education
programs at other institutions

-Baccalaureate from State-
approved nurainq school
-Administration, supervision,
teaching, clinical

-Masters or doctorate



TABLE 3. FEDERAL FUNDING FOR ALLIED HEA.

L'ITSSzLEF-22/1M-
TLe4IWIAtive Authority)
Ob'ective- A e c

TH PROFESSIONALS

-Prerequisites
-Type of Training
-Award Conferred

GRANTS

Arm Medical De_artment Pro:ram
not applicable

To provide for advanced training
of certain allied health profes-
sionals

Medical4!4ymalEmEm
not app Ica e
To provide for advanced training
of certain allied health profes-
sionals

LOANS

Health Education Assistance Loans
(PL 94-4841 expires 9 /30 /HO)
To authorize educational loans
from eligible lenders

TRAINEESHIPS

Allied Health Traineeshi Grants
or Avance T-a_ _ ng-Te

exp e /30/80)
Tosupport traineeshipe enabling
AHPe to become teachers, adminis-
trators, and supervisors in allied
health.

Allied Health Traineeehi= Grants

Term PL 9 4 _xp_ _s 0
To support traineeships for study
of teaching, administration, an
supervision in allied health

Dept. of the
Army/Army Medical
Dept.

Dept. of the
Army/Medical
Service Corps

DHEW/OE/BSFA/
Division of Policy
and Program Develop-
ment/Health Loan
Branch

DHEW/PHS/HRA/BHM/
Division of Assd-
ciated Health Pro-
fessions/Education
Development Branch

DHEW/PHS/HRA/BHM
Division of Asso-
ciated Health Pro-
fessione/Education
Development Branch

95

-Dietitians, occupational theta
piste, physical therapists
-Administration, clinical
-Non-degree in dietetics and
occupational therapy;
Masters in physical therapy

-Health educators, pharma-
cists, and social workers
who are active duty Army
officers
-Non-degree, 2-year, inservice
program for social workers
for whom Masters is required
for entry into active duty;
Masters in hospital
istration or doctorate in
education for health edu-
cators's Masters in hrTital
pharmacy for pharmacists

-Three years of training in
pharmacy; baccalaureate in
other field
-Clinical
-Bachelor or Master of Science
equivalent in pharmacy; grad-
uate or equivalent degree in
public health

-Dietitians, occupational
therapists, physical therapist!
-Teaching, administration,
supervision
-Masters or doctorate

-Dietitians, occupational th
gists, physical therapists
-Teaching, administration, supes
vision
-Non-degrees advanced training.,
inservice training, continuing
education



TABLE 4. FEDERAL FUND NG FOR EDUCATIONAL PROGRAM SUPPORT

-Name Of Program
(Leilslati'Ve Autho-
Ob'ective

FORMULA GRANTS

y)

Graduate P- rams'in Heaith
A ration PL 94-484,
UWEFUT7q17-gxpirea 9/30/80)

Health P
PL

9/30/80)

PROJECT GRANTS

Sect Xp-

Agency
-Eligibility
-Ob'ectiVe

DHEW/PHS/HRA/ -Accredited public or
Bureau of Health nonprofit private educa-
Manpower tionalentity (excluding

schools of public health)
which offers a program in
health administration;
hospital administration,
or health planning

-Tgosupport graduate pro-
grams in the above fields

bwEw/n1J5/HPA/
Bureau of Health
Manpower

-Schools of pharmacy, public
health, and other medical
disciplines
-To provide assistance to
schools in return for ad-
dressing geographic, spec-
ialtY, and enrollment goals;
funds may not be uaed'for
construction or financial
assistance to students

National institute of Handicapped DHEW /OHDS /National -States, public or private
ResearcW PL 95-602; expires 9 30/82) Instituta for Rehab- nonprofit agencies and or-

ilitation Research ganizations, including in-
stitutions of higher educa-
tion
-To support research and its
utilization through identify-
ing and eliminating causes and
consequences of disability_;
maximizing physical and
emotional status of handicap
persons; preventinq or min-
imizing effects of disability;
reducing and eliminating bar-
riers of accessibility

96 1 ,6



TABLE 4. FEDERAL FUNDING FOR EDUCATIONAL ?ROGRAM SUPPORT

Name of Program
(Legislative Authority)
Objective

PROJECT GRANTS (continued)

Rehabilitation Services Administration
Programs (PL,93-112, PL 94-230, PL 95-602;
expires 9/30/82)

1 LonsnTerM Trainir.;- Grants
2 ExperfinentarT7Innovati

Training Project:.
3. State Vocattral Berea ili _ion'

Llipsy In-Service Trainihg,
Projects

4. Rehabilitation Continuing Edu7
cation Programs

5. gEart-Term fFirning Projects of
RiElona Or R tonal Sco

Mental Health C1'
Relst Tra_ning Grants
continuing

ca Service
PL

Allied Health Professions P
Grants PL 94-484, Sect on
expires 9/ 0/80)

Health Careers tun
TF(77WiTTFU7FT:484, Sec on

or Allied Health Pro-
ions; expires 9/30/80)

Agency
-Eligibility
- Objective

DH,. -4/ ()HOS/ 1-

Ditnion of an-
Development

(Same as above for
all five programs)

DHEMIPHS/
ADAMHA/NIMHV
Division of
Manpc rer and
Training Pro-
grams

DHEW/PHS/
HRA/Bureau
of Health
Manpower

DHEW/PHS/
HRA/Bureau
of Health
ManpoWer

97

-1.Graduate schools accredited..
in specific rehabilitation
disciplines

2,4,5-.Institutions of higher
education, and nonprofit
public or private rehabili-
tation agencies

3. State vocational rehabilita-
tion agencies
To support basic or advanced
professional training in reha-
bilitation

2.lb support development of new
types of rehabilitation man-
power an.: new training tech-
niques

3 To expand and improve state
rehabilitation services by
supporting training of state,
agency staff

'4.To support training for both
new and experienced staff at
state and closely related
priVate rehabilitation
agencies

5.TO support special semin,its,
institutes, workshops,' etc.
that train rehabilitation
personnel in techniques of
service delivery

-Public or private non-
profit institutions
and otganiiations,
and state and local
government agencies
-To maintain and develop
programs in mental
health training and
manpower

-Any public or nonprofit private
entities capable of carrying
out relevant projects
-To establish or improve recrUit-
ment, training, and ,retraining_
of allied health personnel

-Schools of allied health,
state and local educational
agencies, and other public
or private nonprofit
entities

-To identify and select
individuals of disad-
vantaged backgrounds
to enter allied health
professionJ



TABLE 4. FEDERAL FUNDING FOR EDUCATIONAL PROGRAM SUPPORT

Nome of e_f09.1*_am
(Legislative Authority)
Ob active' n

-Eligibility
-0b ective

PROJECT GRANTS, (continued)

Health Professions - Financial
Distress Grants PL 94=484,
Sect-Din-78ga; expires 9/30/80)

Health Professions Start-U
Assistance (Sectiend 215 an
788(a), or Public Health Service
Act; expires 9/30/80)

Public Health S
PL 4-4 _4, Sec
30/80)

ciel Pro ec Grants
on 9 ; exp e

Curriculum Development Grants
Tfi, 94-464, Ecct_an 788d; ex-
pires 9/30/80)

Area Health Educ
PL 94-484; exp

ion Cents
03 80ea 9

DHEW/PHS/
HRA/Bureau
of Health
Manpower

DHEW/PHS/
HRA/Bureau
of Health
Aanpower

DHEW/PHS
HRA/Bureau
of Health
Manpower

DHEW/PHS/HRA/
Division of
Associated
Health Profes-
sions/Interdis-
ciplinary Programs
Branch

- and
DHEW/PH3/HRA
Division of
Medicine/Multi-
disciplinary Pro-
grams Section

DHEW/PHS/HRA/.
BHA/Division of
Medicine

98

-Schools of pharmacy, public
40althi' and other medical
disciplines
-To assist schools in finan-
cial distVeRS to meet costs
and accrediLttion require-
ments and make administrative
reforms

- Schools of pharmacy, public
health, and other medical
disciplines
-To assist new schools to
accelerate start:of instruc-
tion or'increaee kProliment

-Schools of public health
with graduate programs
preparing individuals in
biostatistios or epidami-
elegy; health planning,
health administration, or
health policy analysis and
planning; environmental or
occupational health; die-
tetics-er nutrition
-To strengthen or expand
graduate-public health
programs

-Any health profession,
allied health profession,
or nurse training insti-
tution, or any other
public or private non-
profit entity
-To assist schools to
develop and implement:
new course materials
in applied nutrition,
environmental health,
or geriatrics. Geri-
atric program specifies
the importance of
multidisciplinary care

-and-course materials which
Address care for aged pa-
tients with disabilities
that restrict motility

-Accredited public or nonprofit
schools of medicine or osteo-
pathy. These schools establish
Allied realth Education Centers
and the Centers subcontract with
allied health professions and
nursing schools to provide
training

-To improve distribution, supply,
quality, utilization of health
personnel and increase regional--
ization of responsibilities of
health professions schools



TABLE 4. FEDERAL FUNDING FOR EDUCATIONAi. PROGRAM SUPPORT

liTasatEaas
Authority)

'Oblective

-Eligibility
-Ob'ective

PROJECT GRANTS (continued)

Advanced Nurse TrainimT Program DHEW/PHS/HRA/ -Public and non,rofit private'

-UPL 96-76: exg7Wiq71D/80)-- BHM/Division accredited schools of nursing
of Nursing -To meet program costs to plan,

develop, and operate new pro-
grams for advanced training
of RNs as administratots,
supervisors, educators, or
clinicians in one or more of
the following nursing areas!
maternal-child health, community
health, geriatric, adult, medi-
cal-surgical, or acute care

Nur
PL

practitioner Train;
96 exp 30

Nurse Train
Projects (P

_ea 9
Pro

0

DHEW/ PHS/
HRA/BHM/
Division of
Nursing

-State and local government;
public or nonprofit private
schools of nursing, medicine,
and public health; public or
nonprofit private hospitals;
other public or nonprofit
private entities
-To meet costs of projets
to maintain or expand pro-
grams to train nurse
practitioners

m r ovement - S ecial DHEW/PHS/ - Public and nonprofit private
expree Naos- _ HRA/BHM/ schools. of nursing and otiAer

Division of public or nonprofit private
Nursing entities .

-TO fund projects designed to
improve the quality and avail-'
abilitr of nursing education

Nursing_Capitation Grants
(FL 05-76r: expires 1/7(37-60)

Nursin Research P ect Grants
FL 8 -410; con nu ng

DHFW/PHS/ -Public or nonprofit
HRA/BHM/ school of nursing
Division of ,

-To support educational
Nursing programs of nursing

schools

DHEW/PHS/ -Nonprofit organization or in-
HRA/BEIM/ stitution, or government agen-
Division of cyl. grants occasionally awarded
ursing to individuals

-To support basic and applied re-
search activities in nursing ed-
ucation, practice, and.adminis-
tration

CriledCli-ldret"P°11-ices DHEW/PHS/HSA/ -State crippled childr-n ageh7

1T31--474-271--T19) , BCHS /Office for cies and institutions of higher.
Maternal and learning
Child Health -To provide support for spacial

projects, including training,
of regional or national
significance which may advanc
services for crippled childr



TABLE 4. FEDE_

Name of Program
(Legillative Authority)
Objective

PROJECT GRANTS (continued)

FUNDING FOR EDUCATIONAL PROGRAM SUPPORT

-Eligibility
-Ob active

Biomedical Research Su Bio-

RSG anx B
De_PsmmItGrEt.DG PL 78 -410;
continuing)ng

Grants tbAssist in the Education
eriaWWITIVr-311477.31essione1 and

an -ower
P_ - 3

authorizations expired; continua-
tiOns funded through FY 83)

DHEW/PHS/
NTH/Division
of Research
Resources

VA/Depart-
ment of
Medicine and
Surgery/Office
ofAcademic
Affairs

100

-For BRSG: institutions must
receive a minimum of $200,000
in PHS research_grants during
preced,ing fiscal year; for
BRDG: institutions receiving
leas than $200,000
-For BRSG: to strengthen,
balance and stabilize PHS
supported biomedical and be-
havioral research innovations;
for BRDG: to strengthen
health - related - .research in in-
stitutione providing profes-
sional training for clinical
and health research

Nonprofit educational
facilities, other pub-
lic or nonprofit insti-
twAons, or.consortium
of such institutions
affiliated with a VA
medical facility;
Special consideration
for programs giving
priority admission to
qualified veterans
-To coordinate, improve.,
and expand education dna'
training programs for
AHPs; to improve and ex-
pand health manpower
utilization; to broaden
availability of AHP con,
tinuing-education programs



AQAMHA
AHP,
AoA
BCHS
BHM
BRDG'

HM:
BSFA
CAA
CDC
CETA
CFDA
CSA
DHEW
DHHS
DMTS
DN
ED

E-W
FY
GCRC
HCFA
BRA
HSA
HUD
NIA .

NIAID
NIAMDD
NICHD
NIE (7

HIGHS -

NIH
NIMH -

NINCpS

ACRONYMS

Alcohol, Drug. Abuse, and Mental Health Administrat
- Allied Health. Professional
- Administration qn Aging
- Bureau of Community Health Services
Bureau of Health Manpower
Biomedical Research Development Grants
Biomedical Research Support Grants
Bureau of Student Financial Assistance

- Community Action Agency
Center for Disease Control
ComprehensiVe Employment and Training Administration

- Catalog of Federal Domestic Assistance
- Community Services Administration
- Department of Health, Education, and Welfare

Department of Health and Human Services
- Division of Manpower Training and Support
- Division of Nursing

Department of Education
- East-West (Highway)

Fiical Year
General Clinical Research Center

- Health Care Financing AdminfStration
- Health Resources Administration
- Health Services Administration'
- Housing and Urban Development (Department of)
- National Institute on Aging

on

NIOSH
NRSA
NSF
OE
OHDS
OMCH
?HS
PL
RCU
RN

.RSA
SSA
VA

National
National
NatiOnal
National
National
National
National
National
Stroke

National
National
National

Institute of Allergy and Infections Diseases
Institute-of Arthritis, Metabolism, and Digestive Diseases
Institute of Child Health and Human Development
Institute of Education
Institute of General Medical Sciences
Institutes of Health
Institute of Mental Health,
Institute of Neurological and Comm-Acative Disorders and

Institute of Occupational Safety and Health
Research Servi..:a Award

Science Foundation
Office of Education
Office of Human DeVelopmen: Services
Office for Maternal and Chid Health
Public Health Service

- Public LaW
Research Coordination Unit

- Registered Nurse
Rehabilitation Services Administration
Social Security Administration
Veterans Administration

-101



APPENDIX C

FEDERALLY LEGISLATED RESEARCH SUPPORT FOR 1URSES

AaD ALLIED HEALTH PROFESSIONALS



Federally Le jislated Research Support for Nurses
and Allied Health Professionals

INTRODUCTION

This report identifies Federal research funds available to nurses and
allied health professionals who are interested in the erocess and treatment
of rheumatic diseases. Though inflation has reduced the "real" dollars
oent on research, health-related research funding has traditionally been

and continues to be more stable over the years than funding for education
and advanced training of health professionals.

The scope of this document is fairly wide, and the 45 Federal programs
presented represent a range of research interests. Some focus directly on
the biomedical and clinical aspects of rheumatic diseases, while others
are concerned with the broader areas of rehabilitation and patient and
professional education.

Some clarification should be made regarding the information in these
tables. First, the information gathered is as current as possible. Never-
theless, as Federal programs must be responsive to changing needs, it is
conceivable that some of the entries may be outdated by the time the report

printed.

second_ even though individuals ay technically be eligible, as noted
in the tables, to receive support for several of the programs presented,
most funds are awarded to institutions and organizations to support
research performed by a named investigator or staff of investigators. Dis-
cussions with Federal program administrators about eligibility for project
investigators revealed no disciplinary or educational restrictions. How-
ever, the decision to fund an application usually based on a review of
its merits relative to other applications.. The qualifications and experi-
ence of the proposed researcher(s) are always an important consideration.
While physicians have historically received much of the Federal health-
related research money, no legal or official barriers prevent nurses and
allied health professionals from applying fo- or receiving this funding.

As competition for funding grows stiffer, a combination of factors--
quality education, advanced training, and related experience--will aid
increasing numbers of nurses and allied health professionals to receive a
larger portion of the Federal research dollar.

NOTE: This appendix represents an abbreviated version of a report compiled
by the arthritis Information Clearinghouse. To receive the complete
report, which contains further information about each Federal fund-
ing program presented in this appendix, contact the Clearinghouse
at:

Arthritis Informal ion Cleariiighouse
P.O. Box 34427
Bethesda, MD 20034
301/881-9411

104

Septelber 1980



Name of Program
(Legislative Authority)
Objectives

FEDE LEGISLATED RESEARCH SUPPORT FOR NURSES
AND ALLIED HEALTH PROFESSIONALS

ch
(PL 78-410; continuing)
To establish, expand, and improve
research activities concern'id with
foods, food additives, shellfish
sanitation, poison control, drug
and cosmetic hazards, humeri and
veterinary drugs, medical devices
and d) agnostic products, biologics,
and radiation-emitting devices
and materials

3.211 led Children' Services_
(Social Security Act and Amen
meats continuing)
Special projects of regional or
national significance which may
contribute to the advancement of
services for crippled children.
Current special interests include
adolescents, habilitation of hand-
icapped children, and :ounseling
and informed consent.

13.226 Health Services Research
and Development -Grants to State
Agencies
(PL 93-353 as amended by PL 95-623;
September 30, 1981)
Studies supported in ten areas of
concern: (1) cost containment;
(2) health insurance; (3) planning
and regulation; (4) technology and
computer science applications;
(5) health manpower; (6) long-term
care; (7) quality of care; (8)
health care and the disadvantaged;
(9) emergency medical services

. and ambulatory care; and (10) spe-
cial studies

13.231 Mate nal and Child Health
Research
(FL 86 -778; continuing)
To proVide research projects relat-
ing to maternal and child health
services or crippled children's
services which show promise of
substantial contribution to the
advancement of such services.
Research is applied, not basic,
in such areas as.: health care
delivery, habilitation and reha-
bilitation of handicapped children,
regionalization of services, and
manpower.

DilliS/PH6/Food and
Drug Administration

DHHS/PHS/Health Serv-
ices Administration

DM-IS/PUS/Office of
the Assistant Secre-
tary for Health

DHES/PHS,Health Serv-
ices Administration

105

-Type of Assistance
-Elit_ibilit

grants (contracts)
-Colleges, universities, non-
profit institutions, state
and local governments, and
individuals may apply for sup-
port of costs directly related
to the research performed

-Formula grants, project grants
-Formula and project grants
available to state crippled
children's agencies. Project
grants also available to instr
tutions of higher learning.
Grants are not available to
individuals.

-Project grants
-States, counties, cities,
towns, political subdivisions,
universities, colleges, hospi-
tals, U.S. Territories, Native
Americans, and other public
or nonprofit private agencies,
institutions, or organizations;
individuals may also receive
research project grants

-Project grants
-Grants may be made to public
or other nonprofit institutions
of higher learning and to pub-
lic or other nonprofit agencies
including state and local gov-
ernmentsand organizations

iengaged in research or in
maternal and child health or
crippled children's programs.
Grants cannot be awarded to
individuals.



Name of Program
(Legislative Authority)
Oh ectives

FEDERALLY LEG SLATED RESEARCH SUPPORT

Agency

13.242 Mental HealthResearch Grants , DlillS/PHS/Alcohol,
(PL 78 -410; continuing) Drug Abuse, and Mental
To develop new knowledge, approaches, Hea..±11 Administration
and models of service delivery in
mental health, usually through
interdisciplinary research and
related collaborative research
activities. To support research
in such areas as: aging and child
mental health, epidemiology, metro-
politan and minority mental health
problems, and-other social problems.
One of the rescurch programs, enti-
tled "Small. Grants," supports devel-
opment and testing of new tech-
.niques; exploratory studies; and
unexpected research opportunities.

3,262 occupational Safet and DHSS/P11,./Center for
[3ea_th Research araht6 Disease Control
(PL 78 -410, PL 91-596, PL 95-164;
continuing)
To understand the underlying char-
acteristics of occupational safety
andAealth problems and for effec-
tive solutions in dealing with
them. To eliminate or control
factors in the work environment
which are harmful to the health
and/or safety of workers. To
demonstrate technical feasibility
or application of a new or improved
occupational safety and health
procedure, method, technique, or
system

13.333 Clinical Research EHHS/PHS/NIH/Division
FL 78-410, continuing) of Research Resources
To create General Clinical Research
Centers (GCRC) as resources where
clinical investigators may study
human disease. To support multi-
ple projects in various research
areas such as nutrition, diabetes,
growth and development, genetics
studies, immunology, and others

361 Nurs n Research Pro ect
Grants.
-(PL 78-410; continuing)
To pursue basic and applied re-
search activities in nursing edu-
cation, practice, and administra-
tion

DHHS/PHS Health
Resources Adminis-
tration

106

-Type of Assistance
-Eligibilitv

-Project grants (cooperative
agreements)
-investigators affiliated with
public or nonprofit private
cigencies, including 2Laec,
local, or regional government
agencies, universities, col-
leges, hospitals, academic or
research institutions, other
organizations, and individuals.
Small grants are primarily
intended for the newer, less
experienced investigator and
others who do not have regular
research support or resources
available from their institu-
tions.

-Project grants
-Any individual state or local
government, nonprofit organi-
zation, state college or uni-
versity or public, private,
junior, or community college
capable of conducting research
in the field of occupational
safety and/or health

-Project grants.
-Public or nonprofit private
medical schools, research hes-
pitals, and other medical insti-
tutions are eligible to apply
for funds to establish a GCRC.
Researchers affiliated with
an institution running one of
the 75 GCRCs can submit a pro-
tocol and be granted use of
GCRC facilities and in some
cases funding support.

-Project grants
- Nc.profit organization or
institution, or government
agency; grants occasionally
awarded to individuals. No
disciplinary requirements for
researchers.



Name of Program
(Legislative AuU.ority)
Ox'ectives

FEDERALLY LEGISLATED RESEARCH SUPPC T

-Type .of Assistance
Agency

13.375 Minority Biomedical Support DHHS/PHS/NIH/Division
(FL 78-410; continuing) of Research Resources
To broaden the opportunities for
participation in biomedical research
of ethnic minority faculty, stu-
dents, and inveztigntors by provd-
ing support for biomedical research
programs at eligible institutions

443 Handicapped - Rr search and
Demonstration
(PL 91-230 as amended by FL 95-49;
September 30, 1982)
To improve the education of handi-
capped children through research
and development projects and model
programs

13,444 Handicapped Earl Childhood
Assistance
(FL 91-230 as amended by FL 95-49;
September 30, 1982)
To support experimental demonstra-
tions in the following priority
areas: entry of handicapped chil-
dren into the regular school sys-
tem; improved delivery of specal-
ized services to handicapped chil-
dren residing in rural areas and
those who are economically disad-
vantaged; service to children with
specific handicapping conditions

13.475 Libra Research and Demon-
TAtion

(PL 92-318; continuing)
To improve libraries and informa-
tion science practices through
research and demonstration proj-
ects in specialized services,
incluq_.:1g health information
serV cs,4

ED/Office of Special
Education and Reha-
bilitative Services

ED/Office of special
Education and Reha-
bilitative Services

-Project grants
-Four-year colleges, universi-
ties, and health professional
schools with over 50 percent
minority enrollment; four-year
institutions with significant
but not necessarily over 50
percent minority enrollment,
provided they have a history
of encouragement and assis-
tance to minorities; two-year
colleges with 50 percent minor-
ity enrollment; Indian tribal
school which has recognized
governing body and which per-
forms substantial government
functions, or an Alaska Re-
gional COrporation as defined
in the Alaska Native Claims
Settlement Act; no grants to
individuals

-Project grants (contracts)
-State or local educational
agencies, public and private
institutions of higher learn-
ing, and other public or pri-
vate educational or research
agencies and organizations
may apply. ,No disciplinary
restrictions for researchers
at these institutions.

-Project grants
-Public agencies and private
nonprofit organizations.
Health professionals are el
Bible to be included in the
organization's proposed staff-
ing pattern.

ED/Office of Libraries -Project grants (contracts)
and Learning Technol- -Grants awarded to all insti-
ogies tutions of higher education

and other public or private
agencies, institutions, and
organizations t= a nonprofit
nature; contracts awarded only
to profit- making agencies and
organizations. No disciplin-
ary restrictions for research-
ers at these institutions.
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Name of Program
(Legislative Authority)
Objectives

13.495 Vocational _Education - Pro-
gram Improvement and Upportive
Service
(PL 94-482; September 30, 1982,
with automatic one-year extension)
Funds support state Research Coor-
dination Units (RCU). RCUs direct
research contracts for innovative
vocational education programs and
curriculum development programs.

13.564 Consumers' Education
(PL 95 -561; September 30, 1983)
To provide consumers' educations
to students and the general public
by researching, developing, pilot
testing, and disseminating cur-
ricula and other activities and
materials and by establishing or
expanding pilot or demonstration
projects to serve the needs of
special groups including the
handicapped

Aen

ED/Division of State
Vocational Programs

ED/Office of School
Improvement

13.631 Developmental Disabilities - DHHS/Office of Human
S ecial Pro ects Development Services
(PL 88-164 as amended by PL 95-602;
continuing)
To support projects to improve
quality of services to the devel-
opmentally disabled; public aware-
ness and ,informational programs;
demonstration of new or improved
service techniques and service
delivery

13.634_ Special Programs for the
8ZOLIII1r!1.12n2IXE1212Slf
and Programs
(PL 89-73 as amended by PL 95-478;
September 30, 1981)
To demonstrate new approaches,
techniques, and methods to improve
or expand social services or nutri-
tion services or otherwise promote
the well-being of older individ-
uals. Projects include study of
Lome health services,housg for
the elderly with physical disabil-
ities, and coordination of social
services to homebound disabled
elderly.

13.636 Special Programs for the
A in - Research and Developmnt
(PL 89-731 as amen_ed by PL 95-478,
September 30, 1981)
To develop knowledge of the needs
and conditions of older persons
and of policies, programs, and
Services for improving their lives

DHHS/Office of Human
Development Services

DHHS/Office of Human
Development Services
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-Type of Assistance
-Elicibility

-Formula grants
-State Boards for Vocational
Education receive RCU funds.
RCUs contract for research
with institutibtis. No disci-
plinary reictiLri::; ff-,7 re-
searchers these instuu-
tions.

-Project grants, contracts
-Institutions of higher educa-
tion, state and local educa-
tional agencies, and other
public and private nonprofit
agencies, organizations, and
institutions (including
libraries)

-Project grants
- States, political subdivisions
of states, other public agen-
cies, and nonprofit organiza-
tions. State of applicant

'must have approved state plan
under Mental Retardation Facil-
ities and Community Mental
Health Centers Construction
Act.

-Project grants (contracts)
-Any public or private nonprofit
agency, institution, or organi-
zation engaged in activities
related to serving the needs
of older people or the field
of aging. Grants are not
available to individuals, even
though they may be affiliated
with a public or nonprofit
organization. Contracts for
specific purposes may be made
with any public or private
agency, organization, or with
any individual.

-Project grants, contracts
-Grants to any public or non-
profit agency, organization,
or institution; contracts to
any agency, organization,
institution, or individual



Name of Program
(Legislative Authori
Obiectives_

FEDERALLY LEGIS -T- RESEARCH SUPPORT

-Type of Assis
Agency

.647 Social Research:
Demonstration
(Social Security Act and Amend-
ments; continuing)
To pursue now 5orial
cepts which wi11 provide !30.17ViCe
to dependent and vulnerable popu-
lations snch an poor, aged.
children, Native =rit nc, and
the handicapped

13-649. RP111
Facilities OVd r-ion a dExpan7
nion
(Pt, 95-602; September 30-, 1982)
To provide part of the cost of
planning, preparing for, and ini-
tiating special programs under
the state plan in order to expand
and improve vocational rehabilita-
tion services for the the mentally
and physically handicapped

DHHS/Office of Human
Development Services

cf Su.:7;an

pment Services

13.654 National Institute ofHapdi: ED/Office of Special
capped Research Education and Reha-
(Pl. 93-112 as amended by PI, 95-602; bilitative Services
September 30, 1962)
To improve. the lives of people of
all ages with physical and mental
handicaps, especially the severely
disabled, through: identifying
and eliminating causes and conse-
quences of disability; maximizing
functional ability of handicapped
persons; preventing or minimizing
Personal and family effects of
disability; reducing and eliminat-
ing barriers to access to services
and employment

13.660 Telecommunications Demon-
stratfons for Health educations
and Other Social services
(FL 95-567; September 30, 1981)
To promote development of nonbroad-
cast telecommunications facilities
and services for the transmission,
distribution, and delivery of health,
education, and social service infor-
mation

ED/Office of Libraries
and Learning Technol-
ogies

-Project grants, cooperative
aareements, contracts
Grants and cooperative agree-
ments may be made to or with

-11:en and nonnrofit or,7ani-
v.ations. Contracts may be
executed with nonprofit or
'-refit organizations. Grants
or cooperative agreements
Innot be made directly to

rormula grantri
-state cnd/or local agency.
State agency may award funds
to a public or nonprofit
organizati-wl or agency.

-Project grants (cooper- rida
agreements), contracts
-Grants, cooperative agreements,
and contracts may be made to
or with states, public or pri-
vate nonprofit agencies and
organizations, including in-
stitutions of higher education;
individuals may not receive
funding.

-Project grants (contracts)
-Public or private nonprofit
agencies, organizations, and
institutions, including state
and local governments



Name of Program
(Legislative Authority)
ajectives

.766 Health Financinf Research,
Demonstratiot and Experiments
(Social Security Act and amend-
ments, continuing)
To discover, test, demonstrate,
and promote utilization of financ-
ing concepts which will provide
service to beneficiary population
while at the same time providing
incentives for efficient use of
services/resources by provider
and beneficiaries. Areas of in-
terest include: child health,
health systems organization, inte-
grated data systems, ,and long-term
care.

FEDERJ LLY LEGISLATED RESEARCH SUPPORT

agency

DAIS /Health Care
Financing Adminis-
tration

13.812 Assistance Paypents - DHHS/Social Security
Research Administration
(Social Security Act and Amend-
ments; continuing)
To experiment, pilot, demonstrate,
and research new public assistance
concepts to reduce dependency,
and to improve living conditions
of recipients of public assistance.
To develop more knowledge on the
characteristics and financial needs
of a target group

13.821 Physiology and Biomedical
Engineering
'(PI, 78-410: continuing)
To investigate application of con-
cepts from mathematics, physics,
and engineering to biological sys-
tems;

in
of engineering princi-

ples ndevelopment of computers
for patient monitoring; and/or
any areas of research related to
physiology, anesthesiology, trauma,
and burn studies, and related areas.

iFundamental research in area of
biomaterials is of interest.

13.846 Arthritis, Bone and Skin
Diseases Research
(PL 78-410; continuing)
To support basic laboratory re-
search and clinical investigations

13.847 Diabetes, Endocrinology and
Metabo ism Research

78-410; continuing)
To support basic laboratory re-
search and clinical investiga,
tions

DHEL_;/PHL, H.H/Nationa
Institute of General
Medical Sciences

-Tvpe of Ass
-Eligibility

-Project grants, contracts
-states and nonprofit organi-
zations. Grants cannot be
made dirf:ctly to individuals.

-Project grants, contracts
-Grants may be made to states
and nonprofit organizations,
not to individuals. Con-
tracts may be executed with
nonprofit or profit-making
organizations.

-Project grants
-Any public or private non-
profit university, college,
hospital, laboratory, or
other institution including
states and local units of
government, or to any
individual

DIMS/MS/NM/National -Project grants
Institute of Arthritis, -Individuals and public and
Metabolism, and Diges- nonprofit institutions propos-
tive Diseases ing to establish, expand, and

improve research activities,
in health sciences and related
fields

DHMS/PHS/N11-1/NatiOnal -Project grants
InstitUtc.3 of Arthritis, -individuals and public non -
Metabolism, and Diges- profit institutions proposing
tive Diseases to establish, expand, and im-

prove research a'tivities in
health sciences and related
fields
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Name f Program
(Legislative Authority)
-b'ectives

FEDERALLY LEGIS ATED RESEARCH SUPPORT

Agency

13.848 Digestive Diseases and Nutri- DHHS/PHS/NIH/National
Lion Research Institute of Arthritis,
(PL 78 -41(,; continuing) Metabolism, and Diges-
To support basic laboratory research tive Diseases
and clinical investigations

13.854 Fundamental Neuroscience;
Research
(PL 78-410; continuing)
To elucidate the mechanism respon-
sible for normal function of the
human nervous system and to under-
stand the nature of its diseases
and disorders

. 55 Pharmacological Sciences
(21, 78-410; continuing)
To establish, expand, and improve
biomedical research in allergic
diseases and related areas. To
assist public, private, and com-
mercial institutions to conduct
developmental research, to pro-
duce and test research materials,
and provide research services
required by the agency in allergic
and immunologic diseases

13.856 Microbiolo and Infectious
Diseases Research
(FL 78-410; continuing)
To establish, expand and improve
biomedical research in infectious
diseases and related areas

.13.859. Pharmacology - Toxicology
Research
(PL 78-410; continuing)
To improve medical therapy through
acquisition of increased knowledge
of the mechanisms of drug action
and of ways to increase efficacy
and safety, and to diminish tox-
icity

13.862 Genetics Research
(PL 78-410; continuing)
To investigate prevention, ther-
apy, and control of genetic dis-
eases in humans, including those
multifactorial illnesses with a
strong hereditary component

DHH5/PHS/NIH/Nationel
Testjtut of Neurnleg-
ical and Communicative
Disorders and Stroke

DHHS/PHS/NIH National
Institute of Allergy
and Infectious Diseases

DHHS/PHS/NIH/National
Institute of Allergy
and Infectious Diseases

DHHS/PHS/NIH/National
Institute of General
Medical Sciences

DHHS/PHS/NIH/National
InstitUte of General
Medical Sciences
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-Type of Assistance
-Eligibility_

-Project grants
-individuals and public and
nonprofit institutions propos-
ing to establish, e,pand, and
improve research activities
in health sciences and related
f1_ ==;

--Prof

inst

t grants
1,1blie or private ionprof
tution and individuals

-Project grants
-Universities, colleges, hospi-
tals, laboratories, and other
public or private nonprofit
domestc institutions including
state a.id local units of gov-
ernment, and individuals

-Project grants
-Universities, colleges, hospi-
tals, laboratories, and other
public or private nonprofit
domestic institutions including
state and local units of gov-
ernment, and individuals

-Project grants
-Any public or private non-
profit university, college,
hospital, laboratory, or
other institutions, including
state and local units of gov.
ernment, or any individual

-Project grants
-Any public or private non-
profit university, college,
hospital, laboratory, or other
institutions, including state
and local units of government,
or any individual



Name of Program
(Legislative Authority
Gb12otives

FEDE. LY LEGISLATED RESARCH SUPPORT

13.883 Cellular and Molecule
Basis o Disease Research
(FL 78-410; continuing)
To investigate the structure and
function of cells and their corn-
ponent parts, with the expectation
that c-A greater understanding of
these aspects will contribute to
ultimate control of all forms and
manifestations of human disease

13.865 _Research for Mothers and
Children
(PL 78-410; continuing)
To improve the health and well-
being of mothers, children, and
families as the key to ensuring a
healthy adult population. To
study health problems of the peri-
od of life from conception through
adolescence, centering on the major
problems of pregnancy and infancy,
deve3opmental biology and nutrition,
human learning and behavior, and
mental retardation and developmen-
tal disabilities

13.866 Aging Research
(L78-410;*Ing)
To pu:--ue biomedical, social, and
behaviorial research directed
toward greater understanding of
the aging process and the needs
and problems of the elderly. To
improve the health and well-being
of the elderly through the devel-
opment and application of new
knowledge

13.879 Medical Library Assistance
(FL 89-291 as amended by PL 95-622;
September 30, 1981)
To improve health information.
services by providing funds for
research on improving information
transfer

Ageney
-Type of Assistance
-Eli_ibilit

DHHS/PHS/NIH/National
Institute of General
Medical Sciences

DIIHS/PHS/NIH/National
Institute of child
Health and Human
Development

-Project grants
-Any public or private non-
profit universty, college,
hospital, laboratory, or other
institutions, including state
and local units of government,
or any individual

-Project grants
-Universities; colleges; medi-
cal, dental, and nursing
schools; schools of public
health; laboratories; hospi-
tals; state and local health
departments; and other public
or private nonprofit institu-
tions, and individuals

DHHS/PHS/NIH/National -Project grants
Institute on Aging -Universities; colleges; medi-

cal, dental, and nursing
schools; schools of public
health; laboratories; hospitals;
state and local health depart-
ments; other public or private
nonprofit institutions, and
individuals

DHHS/PHS/NIH/National
Library of Medicine

112

-Project grants
-Public or private nonprofit
institutions with research
capabilities in health infor-
mation fields. Grants cannot
be made to profit-making in-
stitutions or to individuals.



FEDERALLY LEGISLATED RESEARCHty

Name of Program
(tL.gislative Authority)
Objectives

13.950 Educational Research and
Uev pent
(FL 92-318 as amended by FL 96-49;
September 30, 1` 80

To improve the quality of educa-
tional practioo, to promote the
national policy of providing equal
educational opportunities to a7.1
persons, and to support scientific
inquiry into the educational pro-
cess and disseminaton activities
through grant awards based on pro
ects that are most likely to con-
tribute to new knowledge and in-
creased understanding of the pricr
ity research areas covered by the
institute's statutory objectives.

14.506 General Research and Tech-
__nolly Activity
(PL 91-609 and amendments; contin-
uing)
To carry out applied research and
demonstration projects of high
priority and preselected by the
Department to serve the needs of
housing and community development
groups and to improve the opera-
tions of the Department's programs

15.417 Urban Park and Recreation
Recovery_ Program
(PL 95-625; September 30, 1983)
Rehabilitation of critically needed
recreation areas and facilities,
development of improved recreation
programs, and testing innovative
delivery of recreation services

17 2 3 oT lovment and Training
Research andDevelo ment Projects
(CETA Act of 1973 as amended by
PL 95-524; September 30, 1982)
To develop new approaches to facil-
itate employment of the difficult
to employ and to conduct research
and development addressing the
employment implications of long-
term social and economic trends
and forces. To develop informa-
tion on employment barriers and
to test methods of helping per-
sons on public assistance to get
nonfederally assisted jobs

,

-Type of Assistance
Agency

ED/Office ,f Educa-
tional Research and
Improvement

-Project grants, contracts
Any institution of higher
education, public or private
for-profit or nonprofit agency,
organization,- group, individ-
ual, any combination of thz.s.e,
state, local, intermediate
education agency, o Interna-
tional group or agey, and
especially minority and women
researchers and institutions
serving them

Department of Housing -Project grants (cooperative
and Urban Development/ agreements, contracts)
Office of Policy Devel- -State and local governments,
opment and Research public and/or private profit

and nonprofit organizations
which have authority and
capacity to carry out projects

Department of the
Interior/Heritage
Conservation and
Recreation Serrice

Department of Labor/
Employment and Train-
ing Administration
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-Project grants
-Cities and counties meeting
program eligibility require-
ments. Jurisdictions not
specified in these require-
ments may compete for discre-
tionary funds. Grant funds
may be passed from these local
governments to community- based,
private, nonprofit groups;
health professionals would be
eligible to conduct innovation
projects under the auspices
of these private groups.

-Project grants, contracts
-State colleges and universi-
ties; public, private, junior,
and community colleges; state
and local government organize-.
tions including U.S.Territor-
ies;and other organizations
an id ndividuals capable of
fulfilling the objectives of
the programs. There are no
formal guidelines or conditions
performers must meet other than
that they have demonstrat,,d
financial responsibility and
competence to fulfill the terms
of the contract or grant.



Name of `Program
(Legislative Author
Objectives

Y)

FEDERALLY LEGISLATED

41,041 Engineering and Applied
Science
(FL 81-507; continuing)
To strengthen the U.S. engineering
and applied science research base
and enhance the links between re-
search and applications in meeting
national goals. Included among
the areas of research are science
and technology to aid the handi-
capped.

47.054 Industry /University Cooper -
ative Research
(PL 81-507; continuing)
To support cooperative research
projects involving both universi-
ties and indust..:ial firms. To
focus on fundamental scientific
or engineering questions of basic
or applied nature

49.010 o_rtunities
and Services
(PL 95 -568 continuing)

identifydentify and meet the needs of
poor persons above the age of 60
in projects which serve or employ
older persons as the predominant
or exclusive beneficiary group

64.001 Biomedical Research
(FL 93-112; continuing)
Medical research is an intramural
activity conducted. in VA medical
centers and clinics.

64.006 Rehabilitative Research -
Prosthetfes
(PL 93-112; continuing)
To develop new and) improved pros-
thetic devices, sensory aids,
mobility aids, automotive
adaptive equipment, and related
appliances for the primary benefit
of disabled veterans. Results of
such research is made available
to all disabled persons.

*0.0. 00PEK0ME P 0 0,311.401/3106

SE SUPPORT

-Type cf Assistance
Anene -Eli bilit-

National_Science -Project grants
Foundation -Public and private colleges

and universlties, nonprofit
institutions, state and local
governments, profit - making
institutions including small
businesses, and agencies.
Mort support to academic
institutions; grants occasion-
ally made to individuals.

National S
roundation

nce

Community Services
Administration

-Project grants
-Universiti,2s and colleges and
established profit-wung
industrial firms, including
small businesses

-Project grants
-Grants are made to Community
Action Agenc'es (CAA), and
CAAs may delegate individual
projects by contract to other
agencies. Grants are also
made directly to state and
local governments and other
public and private nonprofit
agencies.

Veterans Administration/ -Use cf property, facilities,
Department of Medicine and equipment
and Surgery -Researchers who 'are affiliated

institutionally or otherwise
with the VA. No education or
disciplinary requirements for
principal investigators.

Veterans Administration/ -Direct payments for specified
Department of Medicine use
and Surgery -Any institution, state or local

health agency, research orga-
nization, university, or reha-
bilitation center
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DISCRIMINATION PROHIBITED:
Under provisions of applicable
public laws enacted by Congress
since 1964, no person in the United
States shall, on the ground of race,
color, national origin, sex, or handi-
cap, be excluded from participation
in, be denied the benefits of, or be
subject to discrimination under any
program or activity receiving
Federal financial assistance. In
addit:on, Executive Order 11141 pro-
hibits discrimination on the basis of
age by contractors and subcontrac-
tors in the porforrnance of Federal
contracts. Therefore, the National
Arthritis Advisory Board must be
operated in compliance with these
laws and executive order.


